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E determination of the relation of tuber- 

culosis to pregnancy requires discussion 

from many angles. It necessitates an 
inquiry into the manner in which the pregnant 
state differs from the non-pregnant state; the 
transition to the pregnant state and back again 
after pregnancy has terminated; the manner in 
which these changes affect the tuberculous 
patient directly and indirectly; the manner in 
which the tuberculous patient adjusts herself to 
these conditions; and the conditions affecting 
the child. 

When we consider the importance of the sub- 
ject we are struck with the meager discussion 
which it has received in the literature of tuber- 
culosis. 

When a woman becomes impregnated, forces 
are set into motion which change her completely 
for the time being and make her chief function for 
the succeeding nine months the care and develop- 
ment of the impregnated ovum until a fully 
developed child is formed. 

Physiological equilibrium is maintained through 
the nervous and endocrine systems. The domi- 
nance of various internal secretions varies at 
different age periods. Prior to the time of 
puberty, the normal child is unaccustomed to 
those secretions which preside over sexual and 
procreative functions. When puberty is attained, 
however, these forces assert themselves so 
dominantly that they then modify all the acts of 
life. The growth and development of the individ- 
ual to a state of manhood and womanhood and a 
condition of independency of parents with the 
potential power of assuming the duties of parent- 


hood depend largely upon the entrance into the 
blood stream at this time of internal secretions 
from the sex glands, secretions with which the 
body has heretofore been unacquainted. These 
cause the growth which makes the transition 
from childhood to adult life and are responsible 
also for impulses of a psychical nature which 
assert themselves and influence, in some in- 
stances dominate, the individual. 

These new forces are usually introduced 
gradually and the organism adapts itself to the 
physiologically changed conditions without great 
shock. When established, the resultant con- 
dition, which differs in the two sexes as is 
readily apparent, is maintained throughout sex- 
ual life. 

It is impossible for a dominant secretion like 
that of the ovary or testicle to be introduced into 
the blood stream without stimulating other glands 
of internal secretion and influencing the nervous 
system. In fact, there seems to be a close relation- 
ship between the gonads, the pituitary, the 
thyroid, and the adrenals. The organism accom- 
modates itself to the internal secretion of the 
gonads by an adjustment of those secretions 
which have been present heretofore. Puberty, 
therefore, is a time when the equilibrium of the 
nervous and endocrine systems is disturbed. 

When the activity of the gonads is once estab- 
lished it continues during the major portion of 
life. In woman, ovarian secretion, as far as its 
relation to menstruation is concerned, is in 
abeyance during pregnancy and after the meno- 
pause, and at each of these times readjustment 
of physiological equilibrium is necessary. 


1 Read before Obstetrical Branch of Los Angeles County Medical Society, California, April 12, r921. 
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A few of the important changes may be men- 
tioned. The ovary has an important function in 
regard to the elimination of calcium from the 
body: when it is active, calcium elimination is 
favored; when it is inactive, calcium is retained. 
This is important because calcium has an impor- 
tant influence on nerve irritability. Pregnancy 
is accompanied by an increased activity of the 
thyroid, and the small chromophobe cells in the 
pars anterior of the pituitary change to large 
chromophobe cells called “pregnancy cells.” 
These changes call for a physiological readjust- 
ment which is made easily or with difficulty 
according to the usual nerve and endocrine 
balance of the individual. 

It seems natural to assume that resistance to 
disease is intimately associated with nerve and 
endocrine balance as all functions of the body, 
including defense, are physiological. It is equally 
natural to assume that the powers of defense will 
vary as this physiological balance changes, being 
at times below normal and, perhaps, at other 
times above normal. So far as possible, therefore, 
we must inquire into these conditions and see 
what relationship they bear to the progress of 
such an infection as tuberculosis. 

Pregnancy is a time when woman is called 
upon to perform her supreme duty to the race. 
That being true, we should expect forces to be 
set in motion which would prepare her for this 
ordeal; it would be reasonable to expect a 
heightened state of nutrition and a generally 
improved dynamic tone. Such changes are often 
observed in the general improvement in nutrition 
which takes place after the nerve unbalance of 
the early weeks has been overcome. It is shown 
also in what seems to be a heightened resistance to 
acute infections. That this is not always the case 
is true, but it must be remembered that all women 
are not naturally of normal nerve, endocrine, 
psychical, and physical balance. Regardless of 
what might seem to be exceptions, it is plain 
that the female of the species, whether animal or 
human, is protected and prepared in a remarkable 
manner for this drain of forming the child and the 
strain of bearing and caring for it. This protec- 
tion, however, is not necessarily sufficient to 
overcome all opposing forces. 

The first strain upon the pregnant woman is 
associated with the sudden cessation of the 
menstrual function, the withdrawal of the normal 
internal secretion which accompanies ovulation, 
and probably the injection of new secretions 
which arise from the fecundated ovum. The 
symptoms differ greatly according to the manner 
in which the woman has been influenced by the 
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ovarian secretion. A hyperovariac becomes 
adjusted with greater difficulty than a hypo- 
ovariac, and a woman who is strongly vagotonic 
seems to become adjusted with greater difficulty 
than one who is a sympathicotonic. 

As a part of this change in equilibrium the 
thyroid and pituitary are stimulated, the forces 
of nutrition are augmented, calcium is stored in 
the body, and after adjustment has been com- 
pleted the normal woman enters upon a period of 
well-being. Because of the disturbances in 
physiological equilibrium and the necessity for 
making adjustments, pregnancy in a tuberculous 
woman must be looked upon as a matter of great 
seriousness as her powers of adjustment are 
greatly disturbed by the disease. 

The questions which are of special interest in 
discussing pregnancy in those affected with 
tuberculosis are: (1) the frequency of tuber- 
culosis of the genital organs; (2) the effect of 
tuberculosis upon pregnancy; (3) the effect of 
tuberculosis in a pregnant woman upon the 
unborn child, and later, upon the born child; and 
(4) the effect of pregnancy upon the tuberculous 
process. 


TUBERCULOSIS OF THE FEMALE GENERATIVE 
ORGANS 


Tuberculosis of the female genital organs is 
not common. Rueder (1) quotes the following 
statistics: 

Von Hasselmann found it in 18 of 450 women 
who died of tuberculosis, and Schramm found it in 
34 of 3,386 women. Simmonds found it in 88 of 
6,000 women who died of various causes, and 
Martin found it in 24 of 1,600 women. This gives 
a percentage of genital tuberculosis amounting to 
1.5 among tuberculous women and 1.36 among all 
women examined. Tassoni (2), reporting from 
the obstetrical and gynecological clinic in Rome, 
stated that he found genital tuberculosis in 9 of 
948 women (about 1 per cent). 

Therefore we may say that the incidence of 
tuberculosis of the female genitalia is not much 
greater in tuberculous women than in non- 
tuberculous women. 


THE EFFECT OF TUBERCULOSIS IN INTERRUPTING 
PREGNANCY 


The effect of tuberculosis in producing abortion 
and miscarriage is evident when large numbers of 
statistics are analyzed. Weinberg (3) cites the 
statistics of Fellner (4, 5) who analyzed the 
pregnancies of 223 tuberculous women and com- 
pared them with those of Fuerst’s 6,402 healthy 
women as follows: 
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Premature births: Tuberculous, Non-tuberculous, 
223 6,402 
Stage of pregnancy No. Percent No. Percent 
48 21.5 ay 63.4 
13 5.8 23 4 
38.5 8.9 


These figures show that 38.5 per cent of tuber- 
culous women as compared with 8.9 per cent of 
non-tuberculous women were unable to carry the 
child to term. The tendency to abort is par- 
ticularly great in advanced tuberculosis. Mc- 
Goldrick (6) states that when the mother has 
mild tuberculosis abortion will occur in 15 per 
cent of the cases, and when her disease is ad- 
vanced, abortion will occur in 33 per cent. 


THE EFFECT OF TUBERCULOSIS IN THE PREGNANT 
WOMAN UPON THE CHILD 


The next question of interest is the effect of 
tuberculosis in the pregnant woman upon the 
child. This question must be discussed in two 
phases: the effect of the disease upon the develop- 
ment of the child iz utero, and its effect upon the 
child after birth. 

The fact that there is a greater tendency to 
abortion and premature birth in tuberculous 
than in non-tuberculous women suggests that 
the child of the tuberculous woman does not have 
the same chance for life and consequently does not 
have the same vitality as the child of the non- 
tuberculous woman. This fact is shown further in 
the greater percentage of still-born babies and the 
greater percentage that die during the first year 
of life when the mother is tuberculous. The 
death rate is particularly high when the mother 
suffers from tuberculous laryngitis. Kuttner (7) 
reports that 40 of 66 children whose mothers died 
of tuberculous laryngitis died at, or soon after, 
their birth. 

Weinberg quotes Van Winckel who states that 
the statistics of several authors studied by him 
showed death of the child in 37 per cent of the 
cases of tuberculous mothers. | 

Needless to say, the percentage must differ 
greatly according to the mother’s social and 
economic conditions and the care given her and 
the child, but especially according to the stage 
of the disease with which the mother is affected. 
The further advanced and the more active lesions 
give a much worse a priori prognosis for both the 
child and the mother. 

Weinberg analyzed the statistics of married 
women who died of tuberculosis in Stuttgart from 
1873 to 1902. He found that 339 women who had 
died of tuberculosis within a year after giving 


birth to a living child had given birth to a total 
of 343 children, of whom 22 (6.4 per cent) were 
still-born. The rate of still-births for all women 
of Stuttgart for the same period was 3.5 per cent 
or just about one-half as great. Of 57 children 
born to 56 women who died of tuberculosis within 
twenty-six days of delivery, 10 (17.5 per cent) 
were still-born. 

The danger that the child will be born with 
a tuberculous infection is comparatively slight. 
Only a sufficient number of authentic cases of 
children born with a tuberculous infection have 
been reported to prove that such a thing is pos- 
sible. A tuberculous mother may give birth to a 
child free from infection whose strength may be 
equal to that of a child born of a non-tuberculous 
mother. The analysis of many statistics shows 
that the strength of the child differs according to 
the extent and degree of activity of the tuberculo- 
sis in the mother. The danger of infection after 
birth, however, is very great when the mother is 
suffering from open tuberculosis. The danger to 
the child from tuberculosis in the family is well 
shown in the statistics of Riffel (8). 

Riffel analyzed the records of 716 families 
which extended over a period of two hundred 
years. In these 716 families 3,911 children were 
— of whom 173 (4.4 per cent) were tubercu- 
ous. 

In 606 families in which both parents were free 
from tuberculosis, 3,274 children were born, of 
whom 100 (3.05 per cent) were tuberculous. 

In 35 families in which the father was tuber- 
culous, 149 children were born, of whom 11 (7.38 
per cent) were tuberculous. 

In 60 families in which the mother was tuber- 
culous, 399 children were born, of whom 36 (9.02 
per cent) were tuberculous. 

In 19 families in which both parents were 
tuberculous, 119 children were born, of whom 
26 (21.85 per cent) were tuberculous. 

Of 606 families with healthy parents, children 
were tuberculous in 73 (12.05 per cent). 

Of 31 families with a tuberculous father, chil- 
dren were tuberculous in 8 (25.81 per cent). 

Of 60 families with a tuberculous mother, there 
were tuberculous children in 28 (46.67 per cent). 

Of 19 families in which both parents were tuber- 
culous the children were tuberculous in 11 (57.89 
per cent). 


INFLUENCE OF PREGNANCY UPON TUBERCULOSIS 


It seems strange that there should be grounds 
for divergence of opinion upon the question as to 
whether tuberculosis is harmed or helped by 
pregnancy, yet this question has always been 
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discussed pro and con by men of eminence in the 
profession. The difference depends greatly upon 
the conditions under which the patients have 
been observed. 

Prior to the middle of the last century it was 
commonly taught that tuberculosis was benefited 
by pregnancy. In fact, I have seen patients even 
within the last few years who had been advised 
to become pregnant that they might have the 
benefit of pregnancy in curing their tuberculosis. 
Clinicians of fame, such as Rokitansky and 
Liebermeister, were of the opinion that pregnancy 
checked the progress of tuberculosis. In the 
middle of the last century, Louis, after observing 
unfavorable results, called for new observations 
and an impartial discussion of the subject. At 
about the same time Grisolle (9) seems to have 
been able to turn the tide of opinion and to do 
much toward establishing the fact that pregnan- 
cy exerts a harmful influence upon tuberculosis. 
However, it is only within the past few decades 
that this opinion has predominated in medicine. 

Weinberg quotes the observations of the fol- 
lowing clinicians to show the effect of pregnancy 
upon the disease: 


Tuber- 


culous Those who died Time of death 


women No. Per cent with regard to delivery 
Grissole. . 27 8 30 Within four months 
Lebert. .. 25 18 72 Within one year 
Van Ysen- 
dick... 26 14 54 Within two years 
Kaminer. . 23 14 61 


Maragliano (10) compared groups of pregnant 
tuberculous and non-tuberculous women who had 
the same degree of pulmonary trouble and found 
that 94 per cent of the former had died in a given 
time while only 18 per cent of’ the others had 
succumbed. 

It is a general observation among tuberculosis 
specialists that a large percentage of women 
patients trace the activation of their disease to a 
pregnancy. This percentage varies greatly with 
the character of the clinical material. 

Maragliano found that 59 per cent of his 
tuberculous women patients dated their disease to 
a pregnancy; Jakenbasch found 24 per cent; Jacob 
and Pannwitz (11) found 84 of 357 or 23.5 per 
cent, and Norris 39 per cent. 

The mortality is especially high among preg- 
nant women with complicating tuberculous laryn- 
gitis. Mosher (12) quotes Imhofer as stating that 
in such cases it is 86 per cent, and Kuttner as 
reporting it as go per cent. 

Von Jaworski (13) and Van Amstel (14) in re- 
cent papers emphasize the injurious effects of preg- 
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nancy upon tuberculosis and bring together the 
experience of many able clinicians which shows that 
the percentages of cases in which the tuberculous 
process was made worse were as follows: 


Per cent 
Bruine Ploos Van Amstel.............. idoectaoraareee 100 


Norris and Landis (15) report 85 cases from 
the Phipps Institute and 18 from Norris’ private 
practice. Of the patients treated at the Phipps 
Institute 2 became worse and 6 died, making 
the number of those who became worse during 
the pregnancy equal to ro per cent. Of Norris’ 18 
patients 5.55 per cent were apparently improved, 
the condition of 22.2 per cent remained appar- 
ently unchanged, 61.11 per cent were made 
worse, and 11.11 per cent died as a result of the 
pregnancy. 

The difference in these statistics depends, as 
the authors state, upon the fact that in the private 
cases the tuberculosis specialist is usually called 
in late in the pregnancy and finds an advanced 
disease, while in the institutional cases the condi- 
tion is more favorable as the result of treatment. 
The Phipps statistics, however, are probably bet- 
ter than those for institutionalized tuberculous 
women in general. 


THERAPEUTIC ABORTIONS 


Because of the serious effect of tuberculosis com- 
plicated by pregnancy upon the mother, inter- 
ruption of pregnancy has now become the com- 
mon rule in the treatment of tuberculous women, 
but if we follow up the after-history of these cases 
we cannot be other than convinced that even this 
measure fails in a large percentage of cases and 
that the best way to safeguard the tuberculous 
woman consists in preventing conception. Ger- 
hardt (16) suggests sterilization. While I think 
wholesale sterilization is uncalled for, I believe it 
is the duty of the physician to teach the tuber- 
culous woman how to prevent conception, and in 
certain instances to do a sterilization. 

The average patient with active tuberculosis, 
whether it be in the early or the late stage of the 
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disease, is compelled to put up a hard fight to 
regain health. When the strain of pregnancy is 
added, a strong adverse factor is injected. This 
factor varies greatly according to the extent and 
severity of the lesion, and according to the pa- 
tient’s natural resistance, economic status, and 
ability to secure proper treatment for the tuber- 
culosis and proper obstetrical care. 

The high death rate is due largely to the deaths 
of patients who were suffering from active tuber- 
culosis when pregnancy began. We would not 
expect such a high death rate in quiescent or 
arrested cases nor among patients who are 
properly treated for the tuberculosis and at the 
same time given careful obstetrical care. Even 
at best, however, pregnancy is a complication 
which must be considered as extremely hazard- 
ous for a tuberculous woman. Maragliano has 
been so impressed with its injurious influence in 
such cases that he says all sentiment should be 
thrown aside and pregnancy should be inter- 
rupted in the interest of the mother as soon as a 
diagnosis is made. 

Unfortunately the interruption of pregnancy 
does not always check the tuberculous process. 
Moreover it cannot be expected to do so for 
there are active cases which are able to withstand 
neither the strain of pregnancy nor the strain of 
its interruption. However, while interruption of 
pregnancy sometimes fails, it offers the patient the 
best chance,to overcome her disease. The favor- 
able effects are most evident, as would be 
expected, in the early cases. In these, improve- 
ment of the tuberculosis usually follows. The 
procedure is least beneficial in the advanced 
cases, many of which are apt to go on to increased 
activity. It can be said of the latter type of 
patient, however, that her chances are undoubted- 
ly improved by the operation. If all tuberculous 
women could be given adequate treatment for the 
tuberculosis immediately following the interrup- 
tion of the pregnancy, the results would doubtless 
be more favorable. 

The results of interruption of pregnancy upon 
the tuberculous process are given in the sta- 
— of Pankow and Kuepferle (17, 18) as fol- 
ows: 


GROUP I.—INTERRUPTION OF PREGNANCY BE- 
FORE THE FOURTH MONTH 


Condition 
Sta- 
tuber- Progressive tion- Per Improved 
culosis Cases Deaths Cases Percent ary cent Cases Per cent 
I 61 6 10 18 44 72 


II 5 I I eo se 3 60 
Ill 2 2 100 


GROUP 2.—INTERRUPTION OF PREGNANCY BE- 
TWEEN FIFTH AND SEVENTH MONTHS 


Condition Condition 

Stage of improved progressive 
tuberculosis Per cent Per cent 
I 66.6 33-3 
II 20.0 80.0 
Ill 100.0 


GROUP 3.—NATURAL PREMATURE DELIVERY 


Condition 
Stage of Deaths Progressive Stationary Improved 
tuberculosis Per cent Percent Percent Percent 
I 33-3 33-3 33-3 
Ill 50.0 50.0 


ARTIFICIAL PREMATURE DELIVERY 
Condition 


Stage of Deaths Progressive Stationary Improved 
tuberculosis Per cent Per cent Per cent Per cent 
I 50 50 
II 40 20 40 


III 100 


These statistics show that early tuberculosis 
goes on favorably after the interruption of preg- 
nancy in 87.9 per cent of the cases, and that 
33-3 per cent of moderately advanced cases and 
29.4 per cent of far advanced cases are benefited. 
They show further that the most favorable time 
for interference is during the first few months. 
The percentage of cases benefited would be 
markedly increased if the interruption could 
take place within the first two months of preg- 
nancy. Interruption between the fifth and 
seventh months is less favorable, and artificially 
induced premature labor is the least favorable. 


COURSE OF DISEASE AFTER INTERRUPTION OF 


PREGNANCY 
Unfavorable Favorable 
Stage Per cent Per cent 
I 12.1 87.9 
II 66.0 33-3 
Ill 70.6 29.4 


These statistics indicate that the pregnancy 
should be interrupted early. However, the ques- 
tion as to whether interference is necessary in 
every case must be answered in the negative for 
no rule in clinical medicine is absolute. My 
experience teaches me that women suffering from 
early active tuberculosis may go on to full term 
unharmed when they receive proper treatment 


for their tuberculosis, are given skillful medical © 


care during pregnancy and after confinement, 
and are relieved of the care and the nursing of the 
child. Nevertheless, I feel that the woman who 
follows such a course is taking serious chances. 
Meissen (19), after a large experience, takes the 
same view. 
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These statements do not mean that tuberculous 
women whose disease has been arrested cannot 
bear children. When the disease has remained 
arrested for two or three years I see no reason why 
one whose disease was not too far advanced can- 
not bear children if she is properly attended during 
the pregnancy. However, a tuberculous woman 
should be satisfied with one or two children, and 
two or three years should elapse between the 
pregnancies. She should also be spared the 
strain of nursing the child. 


In the preparation of this paper I am particularly 
indebted for much statistical information to the exhaustive 
studies made by Van Amstel, Weinberg, and von Jaworski. 
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Hagentorn, J. E.: A New Operative Method for the 
Removal of Foreign Bodies in the Gluteal 
Region and for Exposure of the Sciatic Nerve 
and the Hip Joint (Eine neue Operationsmethode 
zur Entfernung von Fremdkoerpern aus der Ge- 
saessgegend, Gesaesschumbeingegend, zur Freilegung 
des Nervus ischiadicus und des Hueftgelenks). 
Akad. Chirurg. Klin. milit. med. Akad., Petrograd, 
1920.. 


Because of the difficulty of removing foreign 
bodies from the region of the buttocks the author 
made a special study of this region in order to work 
out some practical method of operating without 
causing serious secondary injuries. The incisions 
through the muscle structures which have been used 
up to the present time do not permit a satisfactory 
operation at a depth, and a deeply implanted foreign 
body may be easily overlooked, the examining finger 
being deceived by muscle bundles and fascia. Second- 
ary injury to important nerves and vessels may also 
result. The author’s method is as follows: 

The cutaneous incision as far as the fascia begins 
from the center of the Roser-Nélaton line between 
the antero-superior iliac spines and the great tro- 
chanter and extends in an arch over the thigh, some- 
what below the apex of the trochanter, to the anal 
fold, and thence over the reverse side of the upper 
thigh 1 cm. below the plica natium. The skin edges 
are retracted about 2 cm. from the fascia on both 
sides and a Kocher probe then inserted between the 
gluteus medius and the upper edge of the gluteus 
maximus which the gluteus medius only partially 
covers. This probe is introduced in such a way 
that it undermines the muscle about 2 cm. above 
its insertion into the tractus ileo-tibialis fascia. 
The gluteus maximus is transversely sectioned over 
the probe; hemorrhage is not to be feared. The skin 
and muscle flap is easily turned back upward and 
with it the gluteal vessels and gluteal nerve. In the 
operative field the sciatic nerve, the sciatic artery, 
and the posterior femoral cutaneous nerve are visible. 
In the lower border of the turned-back muscles the 
pudendal artery and nerve are seen through the 
lesser sciatic notch. 

This approach also opens a wide and clear route 
to the hip joint. After the necessary operative pro- 
cedures the sectioned gluteus medius muscle is 
joined with two mattress sutures and interrupted 
sutures. A drainage tube is left in the lower posterior 
angle of the wound for twenty-four hours. 

The author has performed this operation in 6 
cases. The conditions for the healing of the sectioned 


gluteus muscle are very good as the vessels and 
nerves have not been injured. After healing, the 
functioning of the muscle is perfect. Busca (Z). 


Gallie, W. E., and LeMesurier, A. B.: The Use of 
Living Sutures in Operative Surgery. Canadian 
M. Ass. J., 1921, xi, 504. 


During the course of an experimental and clinical 
study of the conversion of the tendons of paralyzed 
muscles into ligaments, which was made several 
years ago, the authors observed that however 
greatly the tendons were deprived of their blood 
supply, they continue to live, and when examined 
months and years later presented the same glistening 
white appearance and the same histologic charac- 
teristicsasnormal tendons. This observation suggest- 
ed the possibility of using free transplants of tendon 
or fascia in operations in which it is desired to fasten 
together structures which naturally tend to separate. 
Accordingly they have experimented on animals 
and have made careful clinical observations to throw 
light upon this subject. The experiments included 
the transplantation of pieces of fascia, aponeurosis 
of muscle, and tendon and the repair of gaps by 
means of strips of fascia used as sutures. 

The conclusions drawn from this study are sum- 
marized as follows: 

1. When a piece of fascia, aponeurosis, or tendon 
is cut free from its circulation and transplanted in 
the same animal in such a way that it can receive 
an adequate supply of lymph, it will continue to live 
and, forall practical purposes, will remain unchanged. 

2. During the first few weeks following the opera- 
tion an inflammatory reaction occurs in the tissues 
surrounding the transplant which results in its 
complete investment in a vascular areolar membrane 
and in its healing to those tissues with which it 
comes into immediate contact. 

3. Such transplants heal to the surrounding 
structures by means of newly formed connective 
tissue, and it is upon the strength of this connective 
tissue that the firmness of the fixation of a trans- 


plant depends. If the operation is performed without’ 


the complete removal of the areolar tissue which 
normally ensheathes the transplant the union will 
have the strength only of the areolar tissue. If, 
on the other hand, the areolar membranes are com- 
pletely removed and the transplant and the sur- 
rounding tissues are placed in actual contact, 
the nature of the union will be in the form of a 
fibrous scar and its strength is therefore materially 
increased. However, as scar tissue is very apt to 
stretch under even moderate degrees of strain, it is 
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essential to place the transplant in contact with 
the surrounding tissues over a considerable distance 
in order that the amount of scar tissue in the line 
of union may be sufficiently strong to withstand 
any degree of physiological strain. 

4. In many cases the mechanical difficulties in 
placing the transplant in actual contact with the 
surrounding tissues over large areas are so great 
that the method becomes valueless in ordinary 
operative surgery. These difficulties, however, can 
be completely overcome by employing fascia or 
tendon as a suture and weaving it securely into the 
surrounding tissues. The necessity for removing the 
areolar membranes from the surfaces is then elimi- 
nated and dependence for the success of the operation 
need no longer be placed upon the healing of the 
transplant to the surrounding tissues as the 
strength of the bond of union will depend upon 
the strength of the transplant itself and the struc- 
tures into which it is woven. If the surgeon is 
careful to choose for the living suture a material 
which is known to have the necessary strength to 
withstand the anticipated strain, and if the tissue 
is securely anchored into tissues which also can 
tolerate this strain, the permanent union of these 
tissues may be confidently expected. 

The authors call attention to the failures in at- 
tempts made to repair large ventral hernie with 
patches of fascia lata. These patches were cut to fit 
the opening in the abdominal wall or made to over- 
lap its edges slightly, and then fastened into place 
with catgut or linen sutures. The failure in such 
cases was due to the weak character of the healing 
at the edges of the transplant. To such insecure 
union may be attributed most of the failures in opera- 
tions in which transplanted fibrous tissues have been 
used. 

The authors describe the application of the prin- 
ciples mentioned to various operations, the repair of 
injured ligaments, the formation of new ligaments 
for the prevention of paralytic deformities, and the 
operations for recurring lateral dislocation of the 
patella and hallux valgus, in all of which the results 
were very successful. While they suggest also the 
possibility of applying them to the various types of 
visceroptosis, floating kidney, malpositions of the 
uterus, and undescended testis, they state that 
probably they will be found of greatest value in the 
repair of hernia. 

To date the authors have operated upon 30 
cases of hernia. A few of these were cases of recently 
acquired direct inguinal hernia or supposedly in- 
operable ventral hernia. One was a case of recent 
indirect inguinal hernia in a man with complete 
flaccid paralysis of the abdominal muscles. Beyond 
the removal of the sac the treatment in these cases 
consisted in repair of the weak abdominal wall with 
living sutures of fascia lata. The sutures were about 
7 in. long and % in. thick and were threaded on a 
curved large-eyed needle and woven into the edges 
of the surrounding muscles and aponeurosis. No 
attempt was made to drag the structures into which 
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they were woven out of their normal position, as is 
frequently done in ordinary operations; only suffi- 
cient tension was employed to make the sutures lie 
flat. Thus the success of the operation depended 
not upon inducing such structures as the internal 
oblique muscle or the conjoined tendon to heal to 
Poupart’s ligament, but solely upon the strength of 
the living suture and its firm grip on the surrounding 
tissues. There has been no recurrence. 
FREDERICK CHRISTOPHER, M.D. 


ASEPTIC AND ANTISEPTIC SURGERY 


Schmerz, H.: Pregl Solution in Surgery (Die 
Preglsche Loesung in Dienste der Chirurgie). 
Muenchen. med. Wchnschr., 1921, \xviii, 696. 


Pregl solution was employed to disinfect the 
hands in one-hundred operations and although the 
operations were done without gloves the results 
were very good. The solution is absolutely non- 
irritating and has the advantage that it removes 
dried blood very easily. Its principal value, however, 
is not its bactericidal power—as even by this method 
of cleansing complete freedom from bacteria can- 
not be obtained—but its tissue-protecting power. 
Disinfection of the operative field with Pregl solu- 
tion after benzine cleansing has apparently given 
excellent results. 

In aseptic operations gauze strips soaked in the 
solution may be used to prevent both drying and 
infection of the wound. Silk soaked in the solution 
was found especially suitable for fascial plastics 
and the suturing of large fat flaps. Transplants 
immersed in it immediately before implantation 
healed into place very quickly. In cases of sinous 
operative wounds a tampon soaked in the solution 
was placed in the cavity and the skin closed over it, 
the tampon being removed forty-eight hours later. 
In this way an aseptic wound closure was obtained. 

In surgery in septic conditions suppurative glands 
were excised and the cavity packed with gauze 
soaked in the solution; after two or three days the 
wound had become absolutely clean and suturing 
was followed by primary healing. Pus collections in 
the abdominal cavity, especially in appendicitis and 
gastric perforations, were wiped out and the cavi- 
ties washed with tampons soaked in the solution. In 
such cases the impression was gained that the solu- 
tion was much superior to ordinary physiological salt 
solution. In the so-called “creeping”’ peritonitis the 
effects of Pregl’s solution were very striking. In 
addition to its use to disinfect the peritoneal cavity 
it was given also intravenously. As it is almost non- 
irritating it is especially suitable for bladder lavage, 
only tuberculous cystitis appearing to be refractory 
to it. Also in the treatment of surgical tuberculosis 
the results were less certain, but osteomyelitic. foci 
cleared up with remarkable rapidity under this 
treatment. 

Intravenous injections of the solution were used 
successfully for the treatment of varicose veins. 
Close examination showed the absence of marked 
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changes in the intima. The solution was employed 
through the general circulation also to influence 
general septic processes with the result that healing 
was obtained in certain cases which were not affected 
by colloidal silver. The author states that it is still 
to be determined whether the solution can be em- 
ployed intravenously in phlegmonous processes. 
(Z). 


Churchman, J. W.: Sterilization of Closed Cavities 
by Lavage and Staining with Gentian Violet: 
Description of Technique. J. Am. M. Ass., 1921, 
Ixxvii, 24. 

The author has shown in previous publications 
that joints may be sterilized by lavage and staining 
if the infection has not persisted too long. The 
procedure employed for this purpose included pre- 
liminary mechanical cleansing of the surface of the 
synovial membrane and the introduction of a pene- 
trating, persisting, non-irritating substance of 
moderately strong bacteriostatic power (gentian 
violet). The entire operation was performed under 
local anesthesia through a large-bore needle. 

In this article Churchman describes a new appara- 
tus he has recently devised which not only facilitates 
the procedure much more than the apparatus 
formerly used but is suitable also for the treatment 
of infections in the thoracic cavity. He states, 
however, that the problem of infections within the 
chest is by no means as simple as that of infections 
within joints, and that there is not the slightest 
reason to suppose that lavage and staining would be 
of any avail in an empyema of long standing or 
that the procedure described should supplant a 
thoracotomy in such cases. In cases of early effu- 
sion the method has been encouraging. 

FREDERICK CHRISTOPHER, M.D. 


ANZSTHESIA 


Bartlett, W.: An Estimate of the Value of Local 
Anesthesia in the Surgery of To-Day. Surg., 
Gynec. & Obst., 1921, xxxiii, 27. 

Bartlett discusses the methods of inducing local 
anesthesia which he considers practical, safe, and 
fairly easily acquired, and calls attention to the six 
methods of employing local anesthetic agents of 
today: (1) direct infiltration of the field; (2) circular 
infiltration around the field; (3) nerve blocking, in 
which the agent is injected around or directly into an 
isolated nerve; (4) intravenous injection; (5) arterial 
injection; and (6) surface application. He states that 
for the purposes of general surgery our attention 
may be confined to the first three procedures as the 
intravenous method has a narrow field, the arterial 
method is attended by obvious disadvantages, and 
surface anesthesia is used only in the limited surgical 
specialties. 
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It is early noted that there is a marked individual 
difference among patients with regard to sensibility 
to pain stimuli which is dependent largely upon 
race, nationality, sex, state of health, fatigue, age, 
intelligence, character, training, and surrounding 
influence. 

To be acceptable, a local anesthetic agent must 
fulfill certain requirements. It must be soluble in 
water, it must stand boiling, it must combine with 
adrenalin, it must not be more than mildly toxic, it 
must not be irritating during injection, and it must 
not produce permanent injury to the tissues. Ex- 
haustive experiments have shown that novocaine, 
now produced in this country under the’name of 
“procaine,” fulfills all these requirements better than 
any other drug. In experiments on animals the 
author found it only one-tenth to one-fifth as toxic as 
cocaine. It is non-irritating and produces absolutely 
no tissue damage. Large quantities, however, may 
cause death. In such cases respiration ceases long 
before the heart stops beating. Six ounces of a %4 
per cent solution of novocaine poured into the peri- 
toneal cavity of a 15-lb. dog caused death from res- 
piratory failure in about twenty minutes. Naturally 
enough, a drug which produces death may be 
said to exert a general effect when used as a local 
anesthetic. Bartlett has used 8, 10, 12, and in a few 
instances 16 0z. (500 to 1,000 c.cm.) of a % per cent 
infiltration solution without observing serious toxic 
consequences. If a very large amount is used it 
must be injected over a considerable period of time 
and absorption must be delayed with adrenalin. 

Tissue changes which have been attributed to local 
agents have been due to the fact that isotonic solu- 
tions were not used. It is obvious that novocaine or 
any similar agent should be dissolved in physiological 
salt solution rather than in sterile water. 

Following a discussion of the effect on different 
tissues and the advantages, indications, and con- 
tra-indications of local anesthesia the author de- 
scribes at length the technique he employs. 

IsABELLA I. HERB, M.D. 


Baruch, M.: Direct Abdominal Anesthesia (Ueber 
eine direkte Anaesthesie der Bauchhoehle). Zentralbl. 
f. Chir., 1921, xlviii, 821. 


Instead of blocking the intercostal and lumbar 
nerves or the coeliac plexus, the author makes a 
subumbilical injection of 600 c.cm. of 14 per cent 
novocaine-adrenalin solution into the abdominal 
cavity by means of a cannula needle (the Goetze 
pneumoperitoneum cannula). In two cases good 
anesthesia of the parietal peritoneum was obtained, 
but the effect on the viscera was unsatisfactory. 
The author recommends further experimental work 
with larger injections and a stronger solution as 
after the abdomen is opened a considerable amount 
of the solution drains away. Harms (Z). 
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SURGERY OF THE HEAD AND NECK 


HEAD 


Eagleton, W. P.: Fracture of the Skull: Impor- 
tance of the Early Diagnosis and Operative 
Treatment of Fracture of the Skull, with 
Chart of Clinical Classification and Treatment 
and Guides for Detailed Neurological Exami- 
nation. Arch. Surg., 1921, iii, 140. 

Fracture of the skull with injury to the cerebral 
tissue or infiltration of blood into the brain substance 
causing prolonged increase of the intracranial pres- 
sure is frequently followed by gliosis. 

Fractures of the skull should be divided primarily 
into: (1) simple and (2) compound fractures. In 
simple fractures the surgical manipulations are 
limited to the relief of intracranial pressure and the 
prevention of gliosis, while in compound fractures 
they include also the prevention of intradural sepsis. 

Unrecognized fractures of the base at times are 
responsible for persistent vertigo. 

The principles underlying the treatment of frac- 
tures of the skull should be: 

1. Repeated routine recording of the blood pres- 
sure. A rising blood pressure or a disproportionately 
increasing pulse pressure calls for immediate opera- 
tion, while diastolic pressure below 55 is a contra- 
indication to operation. 

2. Routine examination of the eyes. The devel- 
opment of papilleedema not accounted for by a 
vascular lesion calls for immediate lumbar puncture 
to determine whether or not there is hemorrhage 
within the dura. The presence of blood in the cere- 
brospinal fluid suggests fracture but does not call 
for operation. 

3. Routine neurological examination in all cases 
of suspected fracture. 

All wounds of the scalp should be excised, the 
area of excision being extended to allow investiga- 
tion of the bone directly beneath and in the imme- 
diate vicinity of the wound. In the presence of a 
linear fracture the area should be excised and the 
fracture converted into a simple fracture through 
primary closure. 

Routine X-ray examination should be made in 
suspected cases of fracture of the skull. 

The clinical classification and the treatment of 
fractures of the skull are summarized as follows: 

A. Simple fractures may be divided into: 

1. Simple linear: (a) without symptoms. Treat- 
ment: prolonged rest. (b) with symptoms of 
compression. Treatment: operation for relief of 
compression by: (1) removal of extradural clot 
with control of hemorrhage by ligation or oblit- 
eration; (2) decompression; and (3) lumbar and 
ventricular puncture. 

. Simple depressed: (c) with or without cerebral 
symptoms. Treatment: operation for elevating 
or removing depression with or without repair 
of dura; relief of compression. 


B. Compound fractures may be divided into: 

3. Compound linear: (d) without cerebral symp- 
toms. Treatment: operation for immediate con- 
version of the compound fracture into a simple 
fracture by excision. (e) with symptoms of 
compression. Treatment: operation for imme- 
diate conversion of the compound fracture into a 
simple fracture by excision of skin and bone; 
relief of compression. 

4. Compound depressed: (f) with or without 
cerebral symptoms. Treatment: operation for 
conversion of the compound fracture intoa simple 
fracture by excision; elevation or removal of 
depression; relief of compression, control of 
hemorrhage; repair of dura; closure of defect; 
drainage, when necessary, by stab wound away 
from defect. 

The detailed neurological examination should in- 
clude the general symptoms, the localization of le- 
sions in the cerebrum, and cranial nerve involvement. 

Nine cases are reported. _C. R. Sremxe, M. D. 


Ballin, M.: A Method of Cranioplasty Using as 
a Graft One-Half of the Thickness of the 
Bony Part of a Rib. Swurg., Gynec. & Obst., 
IQ2I, XXXIll, 79. 

Ballin uses the following method in closing in a 
skull defect: 

The graft is procured by exposing one or two ribs 
on the side of the thorax through a flap incision and 
excising a quadrilateral piece of the pectoral fascia 
somewhat larger than the skull defect to be covered. 

The rib is exposed by pushing the muscles aside. 
The periosteum is incised along the upper margin of 
the rib and the outer half of the rib is chiseled off so 
that the inner half is left intact upon the pleura. 
Grafts may be taken from two or three adjoining 
ribs if necessary in order to cover a large skull defect. 

The skull defect is exposed by a quadrilateral flap, 
the dura is separated from the periosteum around the 
edges of the defect, and the edge of the bone is re- 
moved for % in. around the entire periphery. The 
fascia transplant is then placed over the exposed 
brain, pushed underneath the bone edge, and 
smoothed out. 

On opposite sides of the defect the outer and inner 
tables are separated by driving the chisel lightly 
between them, along the exposed edge of the diploe. 

The rib grafts are put in place by simply inserting 
each end in the prepared slot. 

The advantages of this method are: 

1. Both fascia and bone are obtained from the 
same location. 

2. A graft consisting of only half the thickness 
of the rib has a considerable degree of springiness 
and elasticity and therefore can be molded. 

3. No foreign material is used to fix the graft. 

H. A. McKnicut, M.D. 
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Sachs, E.: The Diagnosis and Treatment of Brain 
Tumors. J. Missouri State M. Ass., 1921, xviii, 217. 
Sachs lays stress on the sequence of symptoms as 
an aid to the diagnosis and localization of tumors of 
the brain. This is often of vital importance as it may 
indicate where the lesion started. 

Headache is very constantly associated with brain 
tumors, but is of no value as a localizing symp- 
tom. 

Of the various aids in making a focal diagnosis 
none is of greater value than a careful study of the 
perimetric fields. 

The X-ray is a very valuable aid and may 
reveal: 

1. General signs of increased pressure. The 
appearance of the so-called “pressure” skull is 
characteristic. 

2. Separation of the sutures in children or young 
adults. 

3. A significant conformation of the dorsum sella. 
When there is general increased pressure the dorsum 
sella may be thinned and pressed forward, while in 
lesions originating in the sella turcica—pituitary 
tumors—the dorsum is pushed backward. 

4. In tumors in the cerebello-pontile region, 
particularly acoustic nerve tumors, an enlarged 
internal auditory meatus. This may be revealed 
by comparative studies of stereoscopic plates. 

In the treatment of brain tumors the fact must be 
recognized that a certain number of cases cannot be 
permanently cured. It therefore remains for the 
surgeon to decide in which cases he should carry 
out a palliative procedure and in which he should 
attempt radical treatment. The subtemporal decom- 
pression operation should be performed only in those 
cases of brain tumor in which no localization of the 
lesion is possible and as a preliminary step before 
radical operation in cases of localized brain tumors. 

H. A. McKnicut, M.D. 


Fischer, J.: Brain Tumor and the Auditory Organs 
(Hirntumor und Gehoerorgan). Monatsschr. f. 
Ohrenh., 1921, lv, 371. 


The author gives a résumé of the otological findings 
in 126 cases of brain tumor observed in the Eisels- 
berg Clinic. These show the importance of a careful 
otological examination in the diagnosis of such 
growths. In 44 cases the frontal and middle cranial 
fosse were involved. In 77 per cent of these there 
were cochlear and vestibular disturbances. The 
decrease in auditory power was usually progressive. 
In 9 cases there was labyrinth disturbance, hyper- 
or hypo-irritability associated with vertigo and 
disturbance of equilibrium. The last symptom 
mentioned is of diagnostic value as indicating a 
frontal tumor although in some instances a tumor 
in this area may be confused with a cerebellar 
process. 

The most common tumors of the posterior fossa 
are those of the cerebello-pontile angle. These 
usually originate in the sheath of the auditory nerve. 
Their diagnosis is relatively easy and they are 
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amenable to operation. Of 27 cases, 26 showed more 
or less complete homolateral deafness; in the one 
exception the growth was only as large as a pea. 
The ear symptoms begin with head murmurs. Large 
tumors may affect both ears. In 74 per cent of the 
cases the labyrinth showed complete lack of response 
to stimulation. Spontaneous nystagmus and dis- 
turbances of equilibrium were frequent but past- 
pointing was seldom present. Tumors of the cere- 
bello-pontile angle which do not originate in the 
auditory nerve cause variable symptoms. 

In cases of tumors of the pons and the medulla 
oblongata, especially when the foramen Magendi is 
occluded, the general symptoms of internal hydro- 
cephalus are more prominent and the ear symptoms 
less noticeable. In cases of cerebellar tumors the ear 
findings vary and the clinical showings are more 
variable than in cases of acousticus tumors. Falling 
toward the affected side is a sign of special diagnostic 
importance. Barany past-pointing was noted in 
only 2 of 16 cases. Therefore it is of little diagnostic 
value. 

In conclusion Fischer mentions 34 cases showing 
the syndrome of brain tumor in which no tumor 
could be found either at operation or at autopsy. 


Koenic (Z). 
Blumenthal, A.: Otogenous Brain Abscesses 
(Ueber otogene Hirnabscesse). Monatsschr. f. 


Ohrenh., 1921, lv, 302. 


According to their etiology, otogenous brain ab- 
scesses may be divided into those which arise from 
the dura and those due to thrombosis of veins. In 
cases of the first type there are adhesions between the 
dura, meninges, and the diseased parts of the brain, 
but in those of the second type these may be absent. 
The object of operation is to provide a drainage 
outlet within the adhesions between the meninges 
and the surface of the brain and in cases in which 
there are no adhesions to cause their formation as 
rapidly as possible. The author states that the in- 
cision should always be made in the line of greatest 
pressure and, if possible, within adhesions. The 
drainage material also should be placed in the 
direction of the greatest tension. Gauze should be 
used and should always be loosely packed. 

The prognosis of hematogenous abscesses is 
unfavorable because they are often situated in areas 
very difficult to drain. They are frequently multiple, 
and as a rule they are associated with some other 
condition such as thrombosis of a sinus. 

MEVER (Z). 


Raynaud: Occipital Encephalocele; Operation; 
Recovery (Encephalocéle occipitale; opération; 
guérison). Bull. et mém. Soc. de chir. de Par., 1921, 
xlvii, 696. 

Raynaud removed an occipital encephalocele from 
an Arab male infant aged four months. The pedicle 
of the tumor was ligated and severed without 
opening the tumor. The child made an excellent 
recovery. 
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A section through the tumor and its pedicle 
showed a wall about 1 cm. thick consisting of a fine 
skin, then a layer of cellular tissue and a fibrous 
membrane, and then another layer of cellular tissue 
and a fatty whitish tissue about 5 mm. thick. The 
inner surface of the wall was smooth. The tumor 
contained about 300 gm. of fluid resembling that of 
serofibrous pleurisy. Floating in this fluid was a 
second smaller cyst adherent to the wall of the first 
sac near the pedicle. 

Encephalocele is rare in France but more common 
in northwestern Europe. French authors regard the 
occipital type as the most common, but Russian 
writers give first place to the anterior type. Of 59 
collected Russian cases 8 were posterior and 49 
anterior. Of a total of 99 European cases 71 were 
posterior and 28 anterior encephaloceles. The 
treatment of the two types is different. 

Anterior encephaloceles are usually small, grow 
very slowly, rarely ulcerate, and may develop 
without causing any trouble until an advanced age. 
Occipital encephaloceles, on the contrary, are 
generally pedunculated tumors, always large and 
sometimes enormous, which grow rapidly after 
birth and usually ulcerate and cause meningitis. In 
cases of the latter variety, therefore, early operation 
is necessary. Raynaud’s case was of this type. Oper- 
ation is always serious, however, and the immediate 
mortality is high. Shock and meningitis in the 
first few days and then the gastro-intestinal or 
bronchopulmonary complications which are so 
frequent in the new-born are responsible for many 
deaths. Lyssenkow in 1898 collected 26 cases in 
which there were 33 recoveries and 29 deaths. 
Petroff in 1905 reported that the mortality in 145 
operations was 45 per cent. Berezngowsky in 1913 
reported 199 operations which were followed by 122 
recoveries and 77 deaths. The mortality is somewhat 
less in the occipital than in the anterior type (33.7 
per cent occipital; 42 per cent anterior). The 
postoperative prognosis is also very unfavorable as 
in the majority of cases hydrocephalus develops 
or there is mental deficiency. W. A. BRENNAN. 


Tieck, G. J. E., and Hunt, H. L.: Plastic and 
Cosmetic Surgery of the Head, Face, and Neck. 
Am. J. Surg., 1921, XXXvV, 173, 211, 234. 

The authors give a very interesting historical 
review of the subject of plastic and cosmetic surgery 
of the face, neck, and head and discuss the following 
methods of treating keloids: (1) excision, (2) X-ray, 
(3) electrolysis, (4) thiosinamin, (5) injection of 
formalin, (6) Finsen ray, (7) injection of creosote 
oil, (8) radium, (9) massage and pressure, and (10) 
injection of bile. It is their practice to remove skin 
sutures twenty-four hours after operation to prevent 
scar formation. They state that they are now 
experimenting with turtle bile in the prevention and 
treatment of keloids. 

Following an excellent account of the anatomy 
of the nose and adjacent structures they describe 
their own operation for saddle nose. They have 
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found that, as grafts, sections of the ribs, costal 
cartilages, sternum, and tibia are only mediocre. 
In over 400 cases they have used the middle turbi- 
nate bone for the graft. 

After the field has been rendered sterile and 
anesthesia has been induced the middle turbinate 
bone is separated from its insertion with the scissors 
and removed intact with flat forceps. This part of 
the operation must be done very gently for if the 
future transplant is injured or crushed during its 
removal, it will offer resistance to the re-establish- 
ment of circulation and become necrotic. With care 
not to injure its periosteum the operator clips off 
all the mucous membrane and shapes its edges with 
the scissors and then subjects it to thermal steriliza- 
tion of 143 degrees F. in normal saline solution for 
four minutes. After this, it is thrown into a bath of a 
similar solution and washed free of all collagenous 
material and débris by an assistant while the 
operator prepares its future bed. 

Just within the nose an incision is made running 
from behind forward, parallel to the line of insertion 
of the lateral cartilage in the septum. This incision 
must be no wider than the breadth of the transplant. 
Through it the operator inserts his knife and with 
care forms a pocket under the periosteum of the 
nasal bones and along the edge of the triangular 
cartilage. The transplant must fit this cavity with 
comfort and without compression. After its 
insertion 3 per cent iodine is applied to the edge of 
the wound and the anterior nares is packed with 
sterile cotton. Ice compresses are applied over the 
nose for twenty-four hours. 

FREDERICK CHRISTOPHER, M.D. 


Neff, J. M.: Arthroplasty of the Jaw; With Some 
General Remarks on Focal Infection and on 
the Formation of New Joints. Surg., Gynec. & 
Obst., 1921, xxxiii, 8. 

The author reports a very unusual case and 
discusses the general problems of arthroplasties 
and focal infections. His case was unique in the 
following particulars: 

1. The duration of the condition. The ankylosis 
had been present for seven years, developing during 
an attack of uremic coma in the later months of 
pregnancy. At that time the patient had suppura- 
tion in the mouth, presumably around some of the 
teeth, but she does not know whether or not 
both sides were involved. Some of the teeth on the 
left side were extracted so that she could take soft 
food and on this diet she had existed ever since. 

2. The age of the patient. She is now 39 years 
old. Therefore the ankylosis developed when she was 
between her thirty-second and thirty-third years. 

3. The presence of a persistent and continuous 
nephritis from the time the condition began. The 
urine contained a large quantity of albumin, epitheli- 
al, granular, and hyalin casts, and many leucocytes. 
The systolic blood pressure at the time the author 
first saw the patient was 165 to 170 mm., and the 
diastolic, 95 to 100 mm. 
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4. The presence, in association with the nephritis, 
of a marked infection around the roots of nearly all 
the teeth. 

5. The diminution of albumin in the urine and 
the decrease in the blood pressure following the 
removal of the abscessed teeth and the drainage of 
the pus pockets at the time of operation so that only 
a trace of albumin and an occasional pus cell and 
hyaline cast remained. 

6. The roentgenograms of the temporomandibular 
joint which showed the left joint normal, but the 
articular surface of the condyle on the right side to 
be irregular and the space obscure though it was 
impossible to say whether or not there was fibrous 
ankylosis within the joint. 

7. Noticeable retraction of the chin. 

8. The impossibility of determining by the most 
careful examination which side the fixation was on or 
whether both sides were involved. Examination 
showed the masseter muscles to be very tense and 
the anterior edges sharp and firm. It was very 
certain that the fixation was extra-articular, but 
before operation nothing more could be said. 

Under gas anasthesia a semicircular incision with 
its convexity upward was made through the skin and 
subcutaneous fat over the right zygomatic process, 
and the resulting flap was turned down. The zygo- 
matic process was then exposed by an incision 
made through the temporal fascia well posterior and 
in a direction forward and upward to avoid the 
temporal branches of the facial nerve. The soft 
tissues were retracted forward and slightly down- 
ward after they had been separated from the zygoma 
with a periosteotome, and 1% in. of the zygoma was 
resected by means of a Gigli saw, but was not pre- 
served for transplantation. The temporomandibular 
joint was then carefully exposed. As far as the 
interior of the joint was concerned, it was found to 
be normal. 

The coronoid process was next exposed and with 
the insertion of the temporal muscle was resected 
but no movement of the jaw followed. The tense 
portion of the masseter muscle was then divided 
anteriorly. This also gave no result. As is usually 
necessary in extra-articular fixations, the neck and 
condyle were resected at a point 1% in. below the base 
of the condyle. Even when this was done, however, 
there was no motion in the jaw. The bleeding having 
been controlled, the same exposure was made on the 
left side, 14 in. of thezygoma being resected. The left 
temporomandibular joint was found to be normal. 
The left coronoid process with the insertion of the 
temporal muscle was resected without the slightest 
effect as regards motion. The tense portion of the 
left. masseter muscle also was divided without 
result. 

There then remained but one thing to do, viz., to 
resect the left condyle within 4% in. of the neck. This 
having been done, the jaw at once opened to the 
extent of 1 in. as measured by the distance between 
the upper and lower incisors. No muscle, fascia, or 
any other substance was interposed between the 


mandibular fossa above and the neck of the 
condyloid process below. The bleeding on both sides, 
which was not profuse, was permanently controlled 
by ligation, and the skin flaps were brought up and 
approximated with horsehair sutures. A small 
rubber drain was placed in each wound at the 
posterior angle and allowed to remain for twenty- 
four hours. Forty-eight hours after the operation the 
face was greatly swollen, but this condition had 
disappeared on the fifth day. The wound healed by 
primary union and the patient was sitting up on the 
sixth day. After the swelling had subsided, passive 
movements of the mandible were painless and normal 
in degree. The ability to close the mouth has 
steadily improved. 

The author gives a good description of the anatomy 
concerned and concludes that in every case of 
ankylosis operated on, whether it is articular or 
articular-extra-articular, the result must: fall very 
much farther short of normal function than, for 
example, in the elbow. In Neff’s opinion there are 
only three joints in the body in which arthroplasty is 
indicated. These are the elbow, the temporo- 
mandibular joint, and the tarsometatarsal joint of 
the great toe. In the last-named it is indicated in 
cases of bunion. 

Traumatism and infection are responsible for the 
great majority of cases of ankylosis of the jaw, both 
of the articular and the extra-articular types. In the 
extra-articular and articular-extra-articular forms 
infection plays by far the more important part. In- 
fection may occur by direct extension or through the 
blood stream. The importance of focal infections 
in the etiology of arthritis the author believes is 
greatly over-estimated. In regard to the time of 
operation, he states that surgical intervention should 
be delayed for six months after the subsidence of the 
acute condition in order that there may be no danger 
that it will light up the infection. 

With an occasional exception, ankylosis of the 
temporomandibular and elbow joints constitutes the 
only indication for arthroplasty. A good result in 
arthroplasty is dependent upon articular surfaces of 
small area, very limited gliding motion, and the 
absence of great pressure within the joint. 

Forcible separation of the jaws is worse than 
useless, and resection of a part of the horizontal 
portion of the jaw little better. 

FREDERICK CHRISTOPHER, M.D. 


NECK 


Mann, L.: Spastic Torticollis, with Special Refer- 
ence to Its Operative Treatment (Ueber Torti- 
collis spasticus, insbesondere seine operative Behand- 
lung). Berl. klin. Wchnschr., 1921, \viii, 269. 


As the results of neurological treatment are not 
very good in cases of spastic torticollis, surgical 
treatment is indicated in all severe cases. It is not 
only a single muscle that is affected in this disease, 
but the entire muscle complex. Therefore the site 
of the spasm must lie in the motor centers of the 
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brain. Etiologically spastic torticollis belongs in 
the same class as writers’ cramp. 

On the basis of his experience in three cases the 
author recommends the following method: 

First, resection of the spinal accessory nerve on 
the side opposite that to which the head is turned, 
with section of the sternocleidomastoid and the 
upper part of the trapezius. If this is not enough, 
section of the splenius and semispinalis and as many 
as possible of the deep muscles of the neck on the 
side toward which the head is turned. 

Mann states that it is possible that the spasm 
may still persist after this procedure but experience 
has shown that it gradually decreases until it almost, 
if not entirely, disappears. Srwon (Z). 


Mayo, C. H.: The Thyroid. Med. Rec., 1921, c, 177. 


The great progress in medicine during the past few 
decades has come about largely through studies in 
biology and physiological chemistry, such as the 
determination of the selective action of digitalis on 
the heart muscles and of the microbe of poliomyelitis 
on the anterior horns of the spinal ganglia. Mann 
has shown that the action of Dakin’s solution on the 
tissues is chemical and that 12 c.cm. for each kilo- 
gram of body weight administered intravenously is 
a lethal dose. Kendall expressed the active con- 
stituent of the thyroid gland in chemical terms and 
enabled Plummer and Boothby to determine the 
amount of thyroid secretion in the average gland 
and body, and the length of time the amount in the 
body will function after the removal of the gland. 

Comparatively few cases of goiter in the United 
States occur in New England or in the Southern 
States. There were about 3 cases of goiter to each 
1,000 draft recruits in the district of New York, 7 to 
1,000 in the Great Lakes region, 8 to 1,000 in 
Montana, and 14 to 1,000 in Oregon, Washington, 
and Idaho. Body tissue demand for the thyroid 
hormone is evidently the natural stimulus of gland 
activity. Possibly the demand is increased by 
infection. 

In Europe a condition resembling exophthalmic 
goiter had been recognized as pseudo-Graves’ 

disease, or forme fruste, but was not clinically dis- 
' tinguished in this country until recognized by 
Plummer in 1909. Plummer showed that there is 
a type of long-standing goiter, perhaps of fourteen 
to twenty years’ duration, which is accompanied by 
hyperthyroidism but not by exophthalmos. 

The thyroid gland is protected by a circulation 
greater than that of any other organ in the body; 
on the other hand, the lymphatic supply of the 
thyroid is within it, delivering to its veins and not 
to lymph ducts. So far as is known, the secretion 
in the interior of the vesicle can escape only by 
passing back through the cells which produce it. 
In exophthalmic goiter there is hypertrophy of the 
epithelium causing crowding of the vesicles and no 
retention of secretion. In simple goiter and in the 
goiter of adolescence an excessive amount of the 
colloid is retained. 
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The soft goiters of adolescence respond to treat- 
ment with sodium iodide and thyroid extract. 
Later in life nodular encapsulated adenoma may 
develop on fcetal tissue with colloid, or there may be 
various degrees of calcareous and fibroid changes; 
also cystic degeneration which is rarely toxic. 

Destruction of the gland due to disease produces 
hypothyroidism. Goiter rarely destroys the func- 
tions of the gland to such a degree that high-grade 
myxcedema results but thyroiditis does. In their 
early stages thyroiditis and carcinoma are similar in 
clinical appearance. Irregular, hard nodules, and 
enlargement of the adjacent lymphatics suggest 
malignancy. A small, hard, symmetrical gland not 
exophthalmic goiter may be tuberculous. 

The epinephrin test may produce dangerous 
reactions in severe cases and in the cases of nervous 
patients may lead to mistaken conclusions. On the 
basis of the epinephrin test many psychoneurotic 
patients would be placed in the group of those 
with exophthalmic goiter. Failure in diagnosis is 
almost impossible, however, if the basal metabolic 
rate is studied in conjunction with the clinical 
history. 

Substernal goiter usually is well encapsulated and 
can be easily enucleated, especially if the patient 
cooperates by coughing slightly. In order to secure 
this advantage of cooperation, the operation must 
be performed under local anesthesia. 

The X-ray probably has a beneficial effect on the 
thyroid and has given relief for a period of time. 
The objections to such treatment, however, are 
based on the severe scarring in the many cases in 
which the neck is burned and the danger of com- 
plete destruction of the gland in a few cases. 
Continued experimentation on those who object to 
operation may yet standardize the method by 
securing average success and eliminating present 
defects. 

The decrease in the average mortality of exoph- 
thalmic goiter is probably due more to early opera- 
tion than to advances in surgery. A patient with a 
high basal metabolic rate, + 56 for example, who is 
improving following a recent exacerbation is a 
safer risk than a patient with a rate of + 46 who 
is on the rising wave of an exacerbation. 

The author briefly describes the usual operative 
technique employed in the Mayo Clinic. 


Straeuli, A.: Atrophy of a Goiter After Simple 
Displacement of a Part of It (Ein Beitrag zum 
Kropfschwund nach reiner Verlagerung eines Kropf- 
teiles). Beitr. s. klin. Chir., 1921, cxxii, 44. 


A man, 33 years of age, who was confined in a 
hospital for the insane on account of dementia 
precox, was operated upon to alleviate severe 
dyspnoea due to goiter. The hyperemia present 
was so severe that in spite of a large incision and 
the formation of a deep notch in the sternocleido- 
mastoid, it was impossible to find and ligate the 
inferior thyroid artery. Therefore the right lobe. 


. which was causing the pressure, was brought outside 
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the wound and fixed with sutures. The isthmus was 
not visible. An area of the right lobe the size of the 
palm of the hand was not covered with skin. The 
<— closed by granulation and the dyspnoea soon 
ceased. 

Eight months after the operation only a nodule the 
size of a small apple was present on the right side 
and no enlargement could be felt on the left side. 
The patient showed great activity and again worked 
voluntarily. At the end of six months, however, his 
psychic condition grew much worse and he became 
almost akinetic. The right half of the goiter had 
grown somewhat larger, and on the left side there 
was a nodule the size of a hen’s egg. Three months 
later death occurred from influenzal pneumonia. 

At postmortem examination of the thyroid broad 
strips of connective-tissue degeneration were found 
in the outer zone. Between the strips of connective 
tissue were numerous dilated blood vessels which 
gave the goiter the appearance of a cavernous 
angioma. In other areas the picture varied, showing 
marked atrophy of the epithelium in some sections, 
large areas with cells resembling those of rapidly 
growing thyroid tissue in others, and hyaline de- 
generation of connective tissue in others. 

Straeuli compares this marked atrophy of the 
goiter after simple luxation with the results of other 
methods of operation such as thyropexy, exo- and 
endothyropexy, and thyroidectesis. A similar pro- 
cess is observed in the parts of a goiter left after 
resection. 

Wolff in 1887 pointed out that after unilateral 
strumectomy the gland decreases to normal in size 
on the side not operated upon. Numerous other 
authors have confirmed his findings even though 
they rejected his theory that atrophy following the 
removal of one-half of a goiter is due to the congestion 
caused by the pressure of the trachea on the other 
half. Von Eiselsberg later accepted this theory. 

In all the operations discussed the isthmus is 
involved. From numerous anatomical studies and 
injection experiments made by Delorme, Alamartine, 
and Gruber, it seems that, even when the inferior 
thyroid artery is ligated, the isthmus plays an 
important part in the blood supply of the thyroid, 
serving as an anastomotic bridge. Asin most opera- 
tions (unilateral resection, resection of the isthmus, 
section or ligation of the isthmus) this bridge is 
blocked, the atrophy of the goiter might be explained 
as being due to a decrease in the blood supply. How- 
ever, no such mechanical explanation is possible 
when the operation consists merely in changing the 
position of the goiter. Straeuli believes the cause in 
these cases is an alteration in the chemistry of the 
gland. 

Jaboulay was an ardent advocate of exothyropexy, 
claiming that the simple luxation had good results 
from a functional and biological point of view and 
caused atrophy of the goiter. However, while a 
certain degree of atrophy follows this operation al- 
most invariably and may persist for years, recurrence 
is nevertheless possible. 
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Straeuli believes that biological rather than 
nutritional conditions explain this phenomenon. 
He assumes that in goiter, with the exception of 
Basedow’s disease, the increasing pressure brings 
about congestion of the iodine-albumin substances 
or the products of the katabolism of albumin in the 
thyroid and that when the pressure is removed these 
substances are liberated in the organism and bring 
about atrophy of the goiter by causing a change in 
the psychic functions. The decrease in volume 
produced by the operation shows histologically a 
marked atrophy of gland tissue with connective- 
tissue degeneration. When the atrophy of the 
epithelium of the goiter has reached such a point 
that its functional capacity falls to zero, the general 
condition grows worse because of deficiency or 
a change in the essential nature of the newly formed 
cells. SAXINGER (Z). 


Bergstrand, H.: Tumors and Hyperplasia of the 
Parathyroid Glands (Ueber Tumoren und hyper- 
plastische Zustaende der Nebenschilddruesen.) Acta 
med. Scand., 1921, liv, 539. 


The author gives a detailed histologic description 
of a case of hyperplasia of the parathyroids com- 
bined with degenerative atrophy of the thyroid. 
From the histologic picture and the fact that all the 
parathyroids were involved he concludes that this 
was a case of hyperplasia rather than tumor of the 
parathyroids, although he states that it is often 
very difficult to decide between hyperplasia and 
tumor. 

In the literature Bergstrand found a number of 
cases of tumors which were apparently made up of 
parathyroid tissue and some of which were in the 
thyroid gland while others were outside it. The 
intrathyroid tumors were not connected with any 
of the diseases usually attributed to the parathyroid 
glands. Those not in the thyroid were mostly 
solitary or multiple adenomata of the parathyroids. 
In some cases it was impossible to decide whether the 
condition was a tumor or a compensatory hyper- 
plasia. The fact that many of them were combined 
with osteomalacia would seem to indicate a causal 
connection between the two conditions. Bergstrand 
states, however, that such bone diseases have ap- 
peared in cases in which there was no visible enlarge- 
ment of the parathyroids and the microscopic signs of 
proliferation described were at least very doubtful; 
also that tumors of the parathyroids have been 
observed in cases in which there was no osteomalacia 
or other bone disease. 

The author further describes briefly ten cases 
of parathyroid hyperplasia or tumor associated with 
nephritis. In this connection he discusses the rela- 
tion between kidney disease, calcium metabolism, 
and parathyroid disease but does not come to any 
definite conclusion. 

The article is supplemented with an extensive 
bibliography and five plates showing the gross and 
microscopic appearances of parathyroid tumors. 

A. G. Morcan, M.D. 
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Moure, E. J., and Portmann, G.: The Operative 
Technique of Total Laryngectomy (De la 
laryngectomie totale; technique opératoire). Presse 
méd., Par., 1921, Xxix, 561. 

If a patient with laryngeal epithelioma is treated 
early while the tumor is still within the larynx, wide 
and complete removal of the disease is possible. 
The condition is that of a cartilaginous box contain- 
ing the neoplasm within it, and as the walls have not 
been destroyed the whole laryngeal box and its 
contents can be removed by a total laryngectomy. 
However, because of the mutilating character of this 
operation, partial operations have been substituted 
for it. Another factor against it was its high mortal- 
ity. Even as late as 1890 this ranged from go to 95 
per cent, but as the technique improved it has fallen 
to 5 per cent and recently has been reduced even 
lower. Of 31 patients operated upon in the authors’ 
clinic at Bordeaux since 1913 only one died. As 
practiced at present, the operation is a one-stage pro- 
cedure. A single flap is made by a lateral incision and 
the laryngectomy is performed from below upward. 

Local and regional anesthesia is used, the pre- 
laryngeal, lateral, and posterior regions being in- 

. filtrated. During the operation the lower part of 
the pharynx is injected by the subhyoid route. 

A vertical incision is first made from the hyoid bone 
to the first tracheal ring. At the ends of this 
incision two transverse incisions are made to a point 
in line with the opposite edge of the sternum. In 
this manner a quadrilateral flap is formed and the 
larynx and its surrounding muscles are well exposed. 
The subsequent steps of the operation comprise 
liberation of the larynx in front and laterally, 
section of the trachea at the lower edge of the 
cricoid ring, posterior detachment of the larynx until 
it is held only by the pharyngeal walls on the sides 
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and the thyro-hyoid membrane in front, section of 
these upper attachments, transfixation catgut 
ligation of the pedicles, cleansing of the operative 
wound, and closure. 

The authors state that the formation of the single 
quadrilateral flap gives excellent light and greatly 
facilitates the subsequent steps of the operation. 
In addition it isolates the tracheal orifice of the laryn- 
geal wound which in most cases becomes broken down 
by secondary infection. When a double flap is made 
the cutaneous incision is superimposed in the line of 
cesophageal suture, falls directly on the tracheal 
breach, and favors disunion. When the vertical 
incision is at the side of the neck it is less exposed 
to infection, and union of the flap by first intention 
to the subjacent structures is favored. 

While the majority of French surgeons follow the 
German method of extirpating the larynx from 
above downward and open the trachea only at the 
last moment, the authors believe that the reverse 
route is better for the following reasons: 

1. It is not always possible to avoid opening the 
air passages before detaching the larynx. For this 
reason some surgeons place a small cannula in the 
larynx during the operation to facilitate respiration. 

2. The majority of laryngeal tumors demanding a 
radical operation occupy the arytenoid region. In 
such cases it is most difficult to effect the detach- 
ment by working from above downward and there is 
danger of leaving some of the tissues infiltrated by 
the neoplasm. In working from below upward it is 
easy to follow the plane of laryngo-cesophageal 
cleavage and thus to keep within healthy tissue. 

The one-stage operation avoids the inconvenience 
of a prior tracheotomy and does not expose the 
patient to the operative shock and dangers of a 
double operation. W. A. BRENNAN. 
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CHEST WALL AND BREAST 


Wiesmann, E.: The End-Results of Operations for 
Cancer of the Breast from 1896 to 1916 (Ueber 
die Endresultate der in den Jahren 1896-1916 ope- 
rierten Mamma-Carcinome.) Beitr. 2. klin. Chir., 
1921, CxXxii, 181. 


The author reviews the results in the cases of 
105 women and 1 man operated upon for cancer of 
the breast during the years 1896 to 1916. Of the 95 
women who were married, 11 had had no children. 
Therefore these cases do not support the theory 
that pregnancy with its increased physiologica! 
demands on the mammary gland tends to produce 
cancer. Moreover, they do not show that cancer is 
any more common in women who have borne many 
children than in those who have had only a few, 
or that nursing has any special influence on the 
development of the condition. In 5 instances the 
carcinoma had been preceded by mastitis, but 
these cases were so few in number that they prove 


nothing. In 12 cases there was a history of preceding 
trauma, this incidence being in agreement with that 
reported by other authors. It does not prove any- 
thing, however, except that trauma often leads to 
the discovery of the tumor. 

Nothing new is brought out with sugend to 
heredity. In many cases no cause could be deter- 
mined. The oldest patient was 84 years of age and 
the youngest 31. The average age was 53.3 years. 
Almost one-fourth of the patients were between 46 
and 50. 

The time that had elapsed before the patients 
came for treatment also varied greatly. Many of the 
women had noticed a tumor months or years pre- 
viously. Their reason for not coming for treatment 
earlier was that they had never experienced any pain. 
In many cases there was a yellow discharge from 
the nipple, but this occurs also in some cases of 
benign tumors. 

One side was involved as often as the other. In 
33 cases the tumor was in the upper outer quadrant, 


GENERAL SURGERY — SURGERY OF THE CHEST 369 


in 7 in the lower outer quadrant, in 9 in the upper 
inner quadrant, and in only 2 cases in the lower inner 
quadrant. The upper outer quadrant was involved 
in one-third of the cases. The size and shape of the 
tumors varied greatly. In some cases the malignant 
tissue was clearly defined and in others indistinct. 
In 69 cases the skin was involved but adhesion to the 
underlying tissues was much more common. 

In 27 per cent of the cases the tumor had ulcerated. 
In 25 cases there were no palpable glands. In 8 
cases the presence of such glands could not be 
determined because the patient was fat. The author 
states that if the glands are not palpable it does not 
necessarily mean they are not affected, and that in 
some cases glands which have not undergone car- 
cinomatous change can be palpated, the condition 
being merely an inflammatory hyperplasia due to the 
carcinoma or a previous inflammation. In 11 cases 
the supraclavicular glands were enlarged, while in 43 
they could not be felt. If supraclavicular glands are 
palpable the prognosis is very unfavorable. Only 1 
of these patients lived two years after the opera- 
tion. 

Scirrhous cancer gives a better prognosis than 
very cellular forms, but this law is being changed by 
roentgen treatment as cellular medullary cancers 
are more amenable to roentgentherapy than scir- 
rhous cancers. Scirrhous cancer is the most frequent 
form. Next most common is carcinoma simplex. 
In 12 cases the neoplasm was a medullary cancer, 
and in the rest there were transition and mixed 
forms. In 66 cases the axillary glands were found 
to be cancerous. 

Roentgen treatment has not yet taken the place 
of surgical treatment, being used only to supplement 
the latter either after or before operation. The 
author does not advise radiotherapy of operable 
cancer. 

An operation was performed in each of the 106 
cases even when there was no prospect of permanent 
cure. The upper muscle layers were removed with 
the pectoralis fascia according to Heidenhain’s 
method. The rest of the operation depended on the 
size of the tumor, every effort being made to effect 
complete removal. In only 35 cases was primary 
suture of the skin wound possible, and in some of 
these it was necessary to undermine the edges of 
the wound and place the skin under great tension. 

Of 15 cases which returned because of recurrence 
in the scar, primary suture had been done in 10. As 
transplantation by Krause’s method did not prove 
successful, Thiersch transplantation was substituted 
for it and in recent years has been done immediately 
after the operation. The axilla was always drained 
through an opening on the lateral wall of the 
thorax. 

Nothing special is learned from these cases in 
regard to postoperative treatment. Recovery was 
for the most part uneventful. A rise in temperature 
due to absorption was often observed after the 
operation. This usually occurred on the second day 
and in uncomplicated cases did not continue for 


more than four or five days. In most cases the 
temperature rose to 38 degrees C. and sometimes 
higher. Generally even the most severe operations 
were well borne if they were done quickly and with as 
little loss of blood as possible. 

Roentgen after-treatment has been used in all 
cases since 1914, but the time has been too short 
to warrant definite judgment regarding it. Death 
followed operation in 2 cases (1.85 per cent) and in 
both was due to heart failure. Three other patients 
died in the hospital after intervals ranging from 
thirty-seven days to five and a half months. These 
were hopeless cases from the first. Seventy-nine 
patients (73 per cent) were discharged from the hos- 
pital as cured, and 24 (22 per cent) were discharged 
as improved. There were 26 operations for recur- 
rence, among them 6 for a second recurrence. The 
results of these operations were not very satisfac- 
tory, but they lengthened life to a certain extent. 
Operation for a second recurrence was not successful 
in any instance. 

Twenty-five of the cases were permanently cured. 
These constituted 23.4 per cent of the total number 
or 26.3 per cent of the cases remaining after sub- 
traction of those in which the end-results are not 
known. Fifty-four patients died within the first 
three years after operation; 16 have survived more 
than three years. Metastases were most frequent 
in the liver, lungs, and bones. 

In general the author concludes that the chances 
for permanent cure in ¢ases of cancer of the breast 
are fairly good if operation is performed early but 
become less the longer operation is deferred. 

Bone (Z). 


TRACHEA AND LUNGS 


Lambret, O.: The Pulmonary Complications of 
Operations upon the Stomach (Recherches 
sur les complications pulmonaires des opérations 
sur l’estomac). Bull. et mém. Soc. de chir. de Par., 
1921, xlvii, 912. 


The frequency of pulmonary complications follow- 
ing gastric operations suggests to Lambret that they 
may have their origin in the stomach or jejunum. 
Research has revealed the presence of bacteria, 
usually the enterococcus, in the stomach and 
jejunum in certain cases, and when postoperative 
pulmonary complications develop similar micro- 
organisms can be found in the lung. Lambret has 
endeavored to forestall the action of such bacteria 
by means of pre-operative vaccination. 

He gave the treatment to 19 carriers of the bacillus 
proteus and the enterococcus which he detected by 
means of the skin reaction. Five increasing doses of 
bacillus proteus or the enterococcus or of both, 
containing from fifty million to three billion of the 
organisms, were given. The dosage was spread over 
ten days and at the end of this period the operation 
was performed. Four gastro-enterostomies, six 
posterior gastro-enterostomies with pyloric ex- 
clusion, two gastropylorectomies, and seven 
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stomach resections were done. The series showed 
four pulmonary complications with one death. The 
one fatality, however, the author believes was due to 
an intercurrent cause. In the three other cases of 
pulmonary complications the symptoms were 
temporary and very insignificant. In two they lasted 
only three days, and in one for only one night. 
W. A. BRENNAN. 


PHARYNX AND CSOPHAGUS 


Schoening, J.: Pulsion Diverticulum of the Hy- 
popharynx and Its Treatment (Ueber Pulsions- 
divertikel des Hypopharynx und ihre Behandlung). 
Zischr.f.Ohrenh., 1921, \xxxi, 1. 


The author reports 7 cases of hypopharyngeal 
diverticulum observed at the Giessen Clinic and 
discusses the theories as to the etiology and diagno- 
sis of such diverticula as they are given in the publi- 
cations of Starck and Rosenthal. Inthe diagnosis the 
usual methods, such as sounding, cesophagoscopy 
and X-ray examination, are employed. The dangers 
of cesophagoscopy are slight if a correct technique is 
used. Schoening discusses also the methods of con- 
servative and operative treatment. 

Three of the 7 cases reported were operated 
upon by von Eicken according to the Goldmann 
technique (secondary resection) with the usual 
results—a feverish reaction, a more or less phlegmo- 
nous condition, several slight secondary operations, 
and temporary fistula formation. 

The author collected from the literature all cases 
operated upon by the Goldmann method. A fistula 
resulted in 65 per cent, but also in cases of primary 
suture and those in which a previous gastrostomy 
had been done healing without fistula formation 
occurred in only a certain percentage. The security 
of primary suture is uncertain. 

The facts regarding all cases operated upon to 
date which have been reported in the literature are 
given in tabular form. Of the cases in which a pri- 
mary resection was done a primary cure was obtained 
in 31. In 28 there was recovery with fistula forma- 
tion. Thirty cases were reported merely as cured, 
no further information being given. Eleven cases 
were not cured. The cases of secondary resection 
according to the Goldman method numbered 17. 
Six were cured without fistula and 9 were cured with 
fistula formation. Two others were reported merely 
as cured, no further information being given. 

KULENKAMPrFF (Z). 


Picard, E.: A Case of (sophago-Tracheal Fistula 
from a Stricture Due to a Corrosive (Ueber ein 
Fall von Oecsophagus-Trachealfistel infolge von 
Veraetzungsstriktur). Arch. f. klin. Chir., 1921, cxv, 
744- 


Besides the very rare congenital cases, there are 
cases of cesophageal-tracheal fistula due to the 
extension of a carcinoma of the cesophagus to the 
trachea, to other ulcerative processes such as lues, 
actinomycosis, tuberculosis of the peri-cesophageal 
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and peribronchial lymph glands, and to wounds of 
the cesophagus caused in most instances by the 
swallowing of a foreign body. 

As the patient usually fails rapidly on account of 
the original cause, the abnormal communication is 
frequently revealed first at autopsy. It has been 
the author’s fortune to observe such a case during 
life and to cure it. 

By the accidental drinking of lye twelve years 
previously the patient had acquired a stricture of the 
cesophagus. Five years later he had empyema on the 
left side which was ascribed to an attack of influenza 
and was cured by rib resection. The patient was able 
to take only liquid food and became accustomed to 
using bougies himself. When he was seen by the 
author there was total obstruction of the cesophagus 
and all food and fluids were immediately rejected. 
The cesophagoscope and the X-ray revealed the ob- 
struction 23 cm. behind the teeth. Fluids were re- 
jected, not by retching, but by a typical coughing-up. 
The presence of the cesophago-tracheal fistula was 
revealed in the X-ray picture by the fact that the 
right and left bronchial trees were filled with the 
barium. 

As the patient was in a very weak condition a 
gastric fistula was made and for four weeks the 
oesophagus was not disturbed. At the end of this 
time a fine bougie was successfully introduced into 
the stomach and systematic dilatation was begun. 
After four weeks the patient was able totake 
fluid and soft foods without coughing. At the end of 
seven months a complete cure was demonstrated by 
the X-ray. 

The author states that this fistula was probably 
due to the forcible use of the bougies which caused an 
injury above the stricture leading to mediastinitis 
associated with empyema which eroded the trachea. 
As food remnants gaining entry into the trachea 
were immediately coughed up, they did not injure 
the lung. The systematic use of the bougies follow- 
ing preparatory rest of the cesophagus relieved the 
stricture and the small fistula became closed spon- 
taneously. Ganct (Z). 


Madlener, M.: Total Reconstruction of the 
Csophagus (Ueber totale @sophagusplastik). Beiir. 
s. klin. Chir., 1921, Cxxil, 299. 

Until the present time, total reconstruction of the 
cesophagus has always been attempted by the 
anterior thoracic route. The best results have been 
obtained by a modification of the method of Roux. 
The inserted portion of intestine is cut short and in 
its place a tube of skin is inserted. The advantage 
of this modification lies in the lessened mortality. A 
disadvantage isits complicated character; it demands 
repeated operations and a long term of treatment. 

The author simplified the procedure by forming 
the tube of skin and uniting it to the stump of the 
cesophagus in one operation. Four weeks later, in a 
second operation, the jejunal loop was resected and 
the inserted portion of intestine sutured into the 
stomach and to the skin tube. Six weeks after the 
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beginning of the plastic procedures water was passed 
into the stomach through the artificial cesophagus. 
The three small holes which still remained in the 
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skin tube were closed in the course of the next six 
weeks. The artificial cesophagus has excellent func- 
tion as shown by the X-ray. HAGEMANN (Z). 
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ABDOMINAL WALL AND PERITONEUM 


Mandl, F.: Herniz of the Linea Alba and Their 
Relation to Ulcerous Processes of the Stomach 
and Duodenum (Die Hernien der Linea alba und 
ihre Beziehungen zu den ulceroesen Prozessen des 
Magens und Duodenums). Arch. f. klin. Chir., 
1921, CXV, 537- 

In the Hochenegg Clinic during the past ten 
years 605 cases of ulcer of the pylorus or duode- 
num were operated on. In 2.3 per cent of these 
- there was a hernia of the linea alba. During the 
same period, 40 operations were performed for 
hernia of the linea alba, and in 35 per cent of 
these ulcerous processes of the stomach or duodenum 
were found. 

The etiological factors of such hernie—congenital 
weakness or defect of the linea alba, sudden 
or chronic trauma, predisposition, emaciation, and 
anomalies in ventral closure of the body—are dis- 
cussed by the author with many citations from the 
literature. The symptoms and diagnosis of the 
condition when it is not associated with ulceration 
of the gastro-intestinal tract are discussed and illus- 
trated with case histories. 

The treatment is purely surgical. The operative 
procedures are very numerous. In 1909 Denk 
described 27 different methods. The surgeon should 
always bear in mind that there may be a small 
empty hernial sac behind the preperitoneal lipoma. 
The reports in the literature as to the results vary 
widely. By some they have been reported as poor, 
permanent cure of the symptoms having resulted in 
only a few instances. 

Mandl believes that in cases of unsuccessful 
treatment the gastro-intestinal tract was not ex- 
amined during the operation and that some other 
disease was responsible for the persistence of the 
subjective symptoms. In this connection he dis- 
cusses 14 cases of hernia of the linea alba in which 
there were ulcerous changes in the stomach and duo- 
denum. Gastric carcinoma was not found in any 
instance. He attempted to establish a differential 
diagnosis between the simple and the complicated 
cases of hernia of the linea alba, but neither ex- 
amination of the stomach contents or roentgen 
examination showed any difference in the digestive 
disturbances in the cases of hernia alone or of hernia 
associated with gastric or duodenal ulcer. 

In 2 cases the symptoms persisted after the opera- 
tion for hernia and a second operation showed ulcer 
of the stomach. Many authors believe that the 
coexistence of the these conditions is due to chance; 
others, that the symptoms persisting after herniot- 


omy are neurasthenic manifestations; and _ still. 


others, that traction of a band of omentum on the 


stomach wall may be the cause of the ulcer. Kelling 
believes that in both conditions there is irritation 
of the cceliac ganglion which in turn irritates the 
gastric nerves. The irritation of the ganglion causes 
a hypersensitiveness of the stomach to digestive 
processes and reflex disturbances, the blood content 
of the viscera is changed, and ulcer formation is 
favored by the resultant anemia and atony. 

In the literature there are many reports of cases 
of internal hernia combined with ulcer of the stomach. 
The type of pain in hernia of the linea alba indicates 
disturbance of the vessels and nerves of the incar- 
cerated portion of the omentum. The possibility 
that ulcer may be caused by such nerve and vessel 
injuries as well as by trauma is well known. More- 
over, anatomical studies of the stomach have shown 
that the pyloric part of the stomach has a much 
poorer blood supply than the rest of the organ and 
therefore the pyloric region responds to injury more 
easily by the formation of thrombi. This explains 
why injuries of the nerves and blood vessels of the 
compressed omentum in hernia of the linea alba may 
cause changes in the stomach wall which predispose 
to ulcer formation. 

When operation for hernia is unsuccessful an 
irritation of the stomach may have been initiated 
which persists and causes ulcer formation after the 
operation. Therefore early intervention on the 
hernia is important in order to prevent the irritation 
of the gastric nerves. In cases of hernia with marked 
digestive disturbances the stomach should be thor- 
oughly examined for ulcer during the laparotomy. 

JANSSEN (Z). 


Oppel, W. A.: Herniz of the Abdominal Wall 
(Zur Frage der Hernien und Vorwoelbungen der 
Bauchwand). Nautschnaja Medizyna, 1920, iv. 


A long monograph on hernia was published in 1911 
by Krymoff and in 1914 by Tischoff. Recently re- 
newed interest in this subject has arisen in Russia 
because the severe emaciation of the Russian people 
anc the difficult labor they have been obliged to 
perform on account of poverty have made hernia 
much more frequent and the supply of trusses has 
given out. 

In a discussion of the condition predisposing to the 
rupture (weakening of the abdominal wall due to 
preperitoneal lipomata) the author states that hernia 
develops when the balance between the intra-ab- 
dominal pressure and the resistance of the abdominal 
wall is disturbed. In the analysis of both factors 
consideration is given to the condition of the vaginal 
glands, dilatation of the external inguinal ring, the 
pre-existence of a peritoneal sac, moveability of the 
peritoneum, traumata, and emaciation. 
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The question as to whether the hernia of emacia- 
tion are operable or not is answered in the affirma- 
tive. The author then discusses the different types 
of radical operations. Oppel prefers the simplest 
method, that of Roux. This procedure, which was 
first recommended in Russia by Gedroitz in 1912, has 
been employed by Oppel almost exclusively and has 
given him the best results. Recurrences are not 
more frequent afterward than after the more com- 
plicated methods. 

An important part of the Roux operation is the 
strengthening of the abdominal wall in the inguinal 
region by suturing the two folds together over the 
canal. 

Oppel warns against using the method of Roux 
in the treatment of femoral hernia. For these, the 
Bassini method is best. In this operation also the 
suturing of the pectineus muscle and fascia to 
Poupart’s ligament forms a fold which closes the 
hernial opening completely. Such folding or re- 
duplication is of special importance in the treatment 
of ventral hernia and may be employed also in the 
treatment of umbilical hernia or herniz of the linea 
alba. It therefore has a general application as it 
permits the restoration of a resistent abdominal wall 
and gives the wall its former elastic tension. 

ScCHAACK (Z). 


Bryan, C. W. G.: Injuries of the Diaphragm: With 
Special Reference to Abdomino-Thoracic 
Wounds. Lancet, 1921, cci, t. 


Injuries of the diaphragm without an external 
wound are produced by a stretching and bursting 
mechanism or the sharp end of a fractured rib. 
Rupture of the vault is the most common lesion and 
occurs most frequently in children and adolescents 
whose thoracic skeletons are elastic and compressible. 
A tear of the right side is very unusual because the 
comparatively immobile liver bears the brunt of 
compression in this region. 

The motility and elasticity of the viscera on the 
left side cause them to act as an air cushion trans- 
mitting the force to the stretched diaphragm. The 
diaphragm is ruptured usually in the posterior part, 
the opening often extending into the cesophageal 
opening. 

The symptoms of diaphragmatic injury are those 
of shock, disordered heart action, and dyspnoea. 
Breathing is almost entirely thoracic, with a catch 
at the end of inspiration and sometimes a definite 
hiccup. Painful and repeated cough may occur and 
the lips are blue. The pulse is rapid and irregular. 
The shock may cease in about twenty-four hours 
and diaphragmatic breathing may be restored as a 
result of the plugging of the tear by the omentum. 
Hernia of the stomach into the left pleural cavity, 
usually with omentum and transverse colon, causes 
vomiting and other signs of obstruction, but no dis- 
tension. The chest signs resemble those of hydro- 
pneumothorax. The hernia may reduce itself, 
recur, become chronic, or cause death from shock 
and obstruction. 
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The diagnosis is difficult. The X-ray findings may 
be fallacious because of difficulty in making the 
opaque meal enter a supradiaphragmatic pouch. 

Lockwood first pointed out in war surgery that 
the cardiac and respiratory embarrassment from 
wounds of the diaphragm closely resembles that 
of open penumothorax and that the patient’s con- 
dition is improved as soon as the diaphragm is 
closed. This consideration makes early operation 
important. 

Rupture of the crus of the diaphragm appears to 
be an uncommon injury. The author has observed 
one case with severe respiratory distress and intra- 
peritoneal hemorrhage. Simple laceration of the 
diaphragm by a fractured rib usually results from 
direct violence to the ninth or tenth ribs. The bone 
may lacerate also the spleen or liver. The symp- 
toms of simple rupture of the diaphragm may 
easily be overlooked or attributed to shock or 
hemorrhage. 

Penetrating wounds of the diaphragm carry a very 
high mortality. In 1915, severe abdomino-thoracic 
wounds were considered outside the range of surgery. 
The most serious elements of a wound traversing 
the diaphragm may be the actual opening, the injury 
to the thoracic or abdominal organs, or both. The 
actual opening handicaps circulation and respiration, 
allows prolapse of the abdominal viscera into the 
thorax, and enables infection to escape from below 
to the pleura and in the opposite direction. The 
thoracic wounds embarrass respiration by causing 
collapse of the lung, haemothorax, pneumothorax, 
and injury to the heart; life may be endangered 
by hemorrhage or sepsis. Abdominal lesions cause 
hemorrhage, sepsis, obstruction, and metabolic 
changes such as occur in injuries to the liver. 

The diagnosis of injury of the diaphragm in 
through-and-through wounds can usually be settled 
by estimating the line the missile has taken. If 
the missile is retained, its localization by the X-ray 
and the character of the breathing are the most 
valuable indications. 

The primary objects of early operation in chest 
wounds are the prevention of sepsis and the closure 
of an open pleural wound. It is usually impossible 
to estimate the degree to which the symptoms are 
due to hemorrhage, mechanical interference with 
thoracic viscera, or hernia of abdominal contents. 
All of these conditions may be corrected by early 
operation which usually holds out the only hope of 
recovery. 

Operation may be done through an abdominal 
incision with a separate thoracic incision if neces- 
sary for dealing with the intrathoracic injuries. 
In some cases an incision may be made through the 
lower chest wall and carried downward and forward 
into the abdominal wall. 

If there is a lower thoracic wound, any injured 
muscle, bone, and pleura are excised. If the lung 
is injured, any pieces of metal, bone, or cloth are 
removed and the contaminated lung tissue is ex- 
cised and sutured. The pleura is cleansed in mild 
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cases by swabbing and in severe cases by eusol 
irrigation. 

The diaphragmatic wound is excised and enlarged 
if necessary. Its edges are then firmly sutured to the 
intercostal muscles to close the pleural cavity 
securely. Speed in this part of the operation is 
important. The abdominal viscera should then be 
examined and repaired. In certain cases the abdo- 
men is closed with drainage. 

Paravertebral nerve blocking with gas-oxygen 
anesthesia minimizes the shock of such a severe 
operation. Transfusion was responsible for many 
successful results. When given toward the end of the 
operation, it is less wasteful and perhaps more bene- 
ficial than when employed as a preliminary measure 
as less anesthetic is needed before the transfusion. 
Oxygen was given during the operation and for 
twenty-four hours afterward. Rectal and sub- 
cutaneous saline up to 20 pts. in twenty-four hours 
was given as a routine measure. 

The following aspects of diaphragmatic injuries 
should be borne in mind: (1) the part affected, 
whether the central tendon, the vaults, or the margin, 
(2) the direction of the missile, (3) complications of 
sepsis and hemorrhage, (4) injuries of the liver, 
spleen, pancreas, stomach, kidney, colon, jejunum, 
omentum, or lung, and (5) hernia of abdominal 
contents into the thorax. Wounds of the central 
tendon involve the heart and such cases rarely 
reach the clearing stations. 

Contour wounds more or less along the margin of 
the thorax may cause severe injury to the margin 
of the diaphragm without injuring the pleura. They 
respond best to early excision ew masse and suture 
of the diaphragm and chest wall. This treatment 
prevents suppuration and the disability that results 
from a large scar in this region. Penetrating bullet 
wounds from the right hypochondrium to the 
eighth, ninth, or tenth interspaces do not demand 
operation unless there is unusual bleeding from 
the liver or fracture of a rib. In the latter type of 
case the wound should be excised en masse and 
closed tightly. 

Shell wounds cause more frequent infection of the 
pleura, lung, liver, and subphrenic space than bullet 
wounds, and result in more frequent severe primary 
hemorrhages from the liver. Primary operation is 
recommended for the removal from the liver of all 
fragments of shell, bone, or cloth. 

In all wounds of the liver there is risk of the sudden 
development of an acute toxemia with acute col- 
lapse, high temperature, and death within a few 
hours. Passage of the missile into the thorax after 
penetration of the intestine nearly always causes 
death. 

Penetrating wounds of the left side of the dia- 
phragm cause injury and bleeding from the spleen, 
mesentery, omentum, stomach, and intestine more 
often than similar wounds of the right side; they 
produce hernia of the abdominal contents and also 
greater cardiac and respiratory embarrassment. 
Operation on all wounds of the left diaphragm is 
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indicated because of the frequency of hernia of the 
omentum. 

Renal injury is common and its seriousness de- 
pends on hemorrhage and later perinephric in- 
fection. The perinephric space should always be 
drained early. Packing, and occasionally suture, 
control the hemorrhage. The late effects of dia- 
phragmatic injuries include: (1) the results of re- 
tention of a foreign body, (2) scarring and adhesions, 
and (3) diaphragmatic hernia. 

A foreign body retained in the diaphragm causes 
fixed pain which is more severe on lifting, coughing, 
or deep breathing. The diagnosis is made by means 
of the X-ray, and if symptoms are severe the foreign 
body must be removed. Transpleural operation is the 
method of choice, as it allows freeing of pleural 
adhesions which often are responsible for many of the 
symptoms. 

Adhesions of the diaphragmatic scar to the chest 
wall and to the viscera in relation to it seem to cause 
definite disability. Pain on exertion may be felt 
in the wound, the lower thorax, the upper abdomen, 
or beneath the clavicle. The adhesions can be shown 
by the X-ray. 

Diaphragmatic hernia is more common on the left 
side than has been realized and should be suspected 
when complaint is made of pain and attacks of 
vomiting. The symptoms of diaphragmatic hernia 
usually develop so insidiously after the injury that 
the time of onset cannot be accurately judged. The 
most common site of the opening is antero-lateral 
to the cesophageal orifice. The edges of the hole may 
be sharp or thinned out and incorporated by ad- 
hesions with the surfaces of the prolapsed viscera 
Strangulation occurs frequently and is often the 
occasion for operation. 

In chronic cases the most prominent symptoms 
come from gastric involvement. Pain soon follows 
the ingestion of food and is relieved by vomiting 
and at times by lying down; it is made worse by 
exertion. Pain is located in the epigastrium, the 
lower abdomen, the affected side of the chest, below 
the clavicle, or in the shoulder. Vomiting is a 
prominent sign. Perhaps the most typical single 
sign is the patient’s increased ability to retain 
ingested fluids when lying down. Constipation is 
almost invariable. Dyspnoea and pain occur during 
deep breathing. Objective evidence is often slight, 
but there may be abnormal flattening of the abdo- 
men, which is usually relaxed, and a feeling of 
emptiness on palpation of the epigastrium. Local 
rigidity and tenderness, however, may be present. 
The stomach resonance may extend above the nipple. 
The breath sounds are usually faint on the left side 
and accompanied by gurgling. The left chest may 
appear fuller than the right, while its movements are 
usually diminished. The close relation of the stomach 
to the pericardium often gives persistently rapid 
heart action which is made worse by exertion and 
eating. In the chronic stage this condition has 
been mistaken most often for pyloric obstruction or 
pneumothorax. 
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Radioscopy gives the clearest evidence obtainable, 
although repeated examinations and considerable 
manoeuvring may be required to get the opaque 
meal into a supradiaphragmatic pouch. The patient 
must be examined facing the observer squarely 
and obliquely as well as in the upright and supine 
positions. 

The author concludes that cases of acute ob- 
struction should usually be operated on by the 
abdominal route. In chronic cases the thoracic 
method of approach allows division of adhesions 
under better observation and control than the 
abdominal method and permits emptying of the 
stomach pouch before reduction, accurate suturing 
of the diaphragm, and better cleansing of the pleura. 

B. F. Eacer, M.D. 


GASTRO-INTESTINAL TRACT 


Jean, G.: Surgery of the Gastric Crises of Tabes 
(Essai sur la chirurgie des crises gastriques du 
tabes). Lyon chir., 1921, xviii, 339. 


Jean refers to surgical operations on the pneu- 
mogastric nerve, Foerster’s operation on the posterior 
spinal roots and its modifications, operations on the 
' visceral sympathetic nerves such as Vallas’ and Jabou- 
lay’s elongation of the solar plexus, and general 
splanchnic nerve operations. 

He deals especially with the splanchnic nerve, 
which is practically the principal sensory nerve of 
the stomach anatomically and physiologically, 
including all the nerve fibers coming from the fifth 
to the ninth posterior roots and the corresponding 
thoracic ganglia which supply the stomach. Inter- 
ruption of the great splanchnic nerve would obviate 
the failures or recurrences which follow other pro- 
cedures because in the latter a sufficient number of 
nerve fibers are not reached. 

The lesser splanchnic nerve is anatomically and 
physiologically the chief nerve of the mesenteric 
plexus. Jean believes that section of this nerve is to be 
considered only in cases of mixed gastro-intestlinal 
crisis. The great splanchnic nerve is most easily 
reached by the transpleural route. The pneumotho- 
rax which results is an inconvenience but it is now 
known that it need not be feared. 

The incision is begun immediately beneath the 
scapular angle and extended along the axis of the 
eighth rib as far as the anterior axillary line or be- 
yond. It is then made down to the bone and from 12 
to 15 cm. of the eighth rib are removed by subperi- 
osteal resection. When respiratory equilibrium is 
re-established after the pneumothorax the thoracic 
wound is enlarged with a Tuffier retractor and the 
parietal pleura is exposed and incised parallel to the 
vertebral column for 6 to 8 cm. The azygos vein is 
then dissected and the great and lesser splanchnic 
nerves are exposed. The great splanchnic is liberated 
and sectioned between ligatures and the thoracic 
wound then closed. 

The only risk in the entire operation is injury to 
the azygos vein and this can be avoided by carefully 
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planning the pleural incision and taking the necessary 
precautions in stripping the pleura. When the X-ray 
shows that the pneumothorax is completely re- 
sorbed the operation is repeated on the opposite 
side. Jean believes that it is best to begin on the 
left side. 

There are two types of gastric crises in tabes. 
One, which is very rare, is due chiefly to dis- 
turbances of the pneumogastric nerve. For this 
condition the operation of Cotte and Latarjet (sec- 
tion of the four branches of the pneumogastric on 
the anterior surface of the stomach) appears best 
suited. 

The other type, which is the most frequent, is due 
chiefly to disturbance of the sympathetic nerves and 
requires spinal ganglionectomy or resection of the 
great splanchnic nerves. The surgical methods 
described are indicated when medical methods, 
including alcohol injection, fail to give relief. 

; W. A. BRENNAN. 


LeNoir, P., Richet, C., and Jacquelin, A.: Operative 
Indications and Contra-Indications in Gastric 
Ulcer (Indications et contre-indications opératoires 
dans l’ulcus de l’estomac). Presse méd., Par., 
1921, XXiX, 593. 

In the authors’ opinion the so-called “simple 
ulcer” of the stomach is only apparently simple as it 
is not restricted entirely to the stomach but nearly 
always is reflected in some degree in the liver and 
later in the kidney. These secondary hepatic and 
renal lesions are of great importance in the prognosis 
and should be borne in mind when the indications 
and contra-indications for operation are consid- 
ered. 

With the exception of urgent operations and opera- 
tions for ulcer-cancer, the first treatment of stomach 
ulcer should always be medical. Only those ulcers 
should be operated upon which remain painful or 
cause hemorrhage or stenosis after a considerable 
period of rest and medical treatment. Other things 
being equal, the indications for operation should be 
more definite in cases of ulcer of the lesser curvature 
than in cases of pyloric ulcer. When the patient’s 
resistance is good, and especially when there is little 
evidence of hepatic or renal insufficiency, preference 
should be given to a radical operation, partial 
gastrectomy or pylorectomy, but if the patient’s 
resistance is doubtful, cauterization or resection 
done according to Balfour’s method or one of its 
modifications, with or without gastro-enterostomy, 
is best. 

The operative prognosis is grave in cases of even 
slight renal insufficiency and in cases of marked 
hepatic insufficiency. That is to say, hepatic or renal 
insufficiency is either a relative or an absolute contra- 
indication to operation according to its degree. 
In such cases anesthesia should not be induced with 
chloroform and the operation should be limited to 
what is strictly necessary. After the operation the 
patient should be kept under medical supervision 
for a prolonged period. W. A. BRENNAN. 
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Von Bomhard, H.: The Relations of Carcinoma of 
the Stomach to Gastric Ulcer (Ein Beitrag zu den 
Beziehungen des Magencarcinoms zum Magen- 
geschwuer). Muenchen. med. Wcehnschr., 1921, 
Ixvii, 1471. 


That a gastric cancer may develop from an old 
gastric ulcer has been known for a long time, but 
undoubtedly the frequency of this occurrence has 
been overestimated. The various authors who have 
studied the problem have come to quite different 
conclusions. Hauser, the pathologist, was the first 
to demonstrate the development of cancer at the 
edge of an ulcer. In general it may be stated that 
the occurrence of ulcer-carcinoma is relatively 
rare. 

According to Konjetzny, who studied the subject 
extensively, we may assume that a cancer has de- 
veloped on an ulcer basis only when the pathologic 
examination demonstrates that the ulcer shows the 
typical characteristics of a chronic gastric ulcer 
throughout and its edges and base show only partial 
cancerous infiltration. As in many cases it is entirely 
impossible to differentiate a callous ulcer from a 
carcinoma or to recognize beginning cancerous 
degeneration in an ulcer at the time of operation, the 
indications for the resection of ulcers must be con- 
siderably extended. 

In examining a number of stomachs resected for 
ulcer the author was able to find only a single case in 
which a carcinoma developed on an ulcer basis. 
This case he reports in detail. Ganct (Z). 


Novak, E.: Acute Postoperative Dilatation of the 
Stomach. J. Am. M. Ass., 1921, lxxvii, 81. 


The early recognition of acute postoperative 
dilatation of the stomach is of great importance 
because of the necessity for early treatment. 

Of the numerous theories as to its cause which 
have been presented in the past, the author considers 
only two. 

The theory of duodenal occlusion originated by 
Rokitansky in 1863 rests on the supposition that 
the duodenum is constricted by the weight of the 
mesenteric vessels. The mechanism by which this 
weight is augmented is believed to be the drag of the 
small intestines when they drop into the pelvic 
cavity and the pressure of an over-distended 
stomach on the mesenteric root. The author rejects 
this theory for the following reasons: 

1. Duodenal dilatation occurs in only from 25 
per cent to 38 per cent of the cases of acute gastric 
dilatation. 

2. In the literature there is only one case in which 
the obstruction seems to have been sufficiently 
definite to cause marked obstruction. 

3- It would be impossible for duodenal occlusion 
to cause such sudden dilatation as has been observed 
in thirteen cases during operation. 

4. Reports of high intestinal obstruction present 
the picture of intestinal obstruction clinically and 
pathologically, and not the picture of acute gastric 
dilatation. 


5. Childbirth presents an excellent opportunity 
for the intestines to drop into the pelvic cavity but 
acute gastric dilatation is rare after childbirth. 

6. In the author’s two cases observed during 
operation the patients were in the Trendelenburg 
position which made it impossible for the intestines 
to drop into the pelvic cavity. 

7. If duodenal occlusion were a factor there would 
be an almost perfect indication for gastro-enterosto- 
my but as a matter of fact this operation is un- 
successful. 

8. If a definite mechanical obstruction were 
present it would be hard to explain the fact that 
recovery results in more than 50 per cent of the cases 
following the use of the stomach tube only. 

g. Acute dilatation has followed gastro-enterosto- 
my in a number of instances. 

Brinton in 1859 first suggested that acute gastric 
dilatation may be the result of disturbance of the 
nerves in the stomach wall with consequent paresis. 
This theory now has the support of many modern 
writers on this subject. It assumes that the stomach 
receives afferent impulses during an operation which 
cause paresis of its wall, and is supported by the 
following observations: 

1. Experimental section of the vagi causes acute 
gastric dilatation. 

2. Accidental section of the vagus by Hartwell 
during a difficult thyroidectomy caused acute gas- 
tric dilatation. 

3. Atony of the bladder with retention is a 
frequent sequel of perineal operations. 

4. Sudden and extreme local dilatation of the 
uterine wall is observed occasionally during 
curettage. 

5. Simply stroking the abdomen of a pithed frog 
with the handle of the scalpel causes the heart to 
stop in diastole. 

6. The rapidity with which dilatation occurs 
during operation as observed in thirteen cases. 

Vomiting is the most prominent symptom. It 
often becomes conspicuous soon after operation and 
is commonly mistaken for postanasthetic emesis. 
In some cases, however, it may not occur until manv 
days after the operation. It is characteristically of 
the regurgitant type with little retching or straining. 
It gives little or no relief, appearing to be only an 
overflow. The amount vomited may be small or 
very large. 

Pain is almost always present but its severity 
varies greatly. 

Collapse is noted in practically all severe cases 
and is in proportion to the vomiting and fluid loss. 
It is associated with great thirst and suppression 
of urine. 

Distention of the abdomen is very characteristic. 
The enlargement occupies chiefly the left side of the 
abdomen. In milder cases it is principally above the 
umbilicus but in severe cases extends below it. 

When associated with typical abdominal distention 
the symptoms enumerated should always suggest 
gastric dilatation. The introduction of the stomach 
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tube is followed by the escape of large amounts of 
gas and fluid. Immediate collapse of the abdominal 
distention clinches the diagnosis. 

Peritonitis and intestinal obstruction must be 
differentiated. In both of these conditions the 
abdominal distention is more diffuse and rounded 
and is not appreciably reduced by lavage. Peri- 
tonitis is characterized also by fever, leucocytosis, 
tenderness, and rigidity, and acute ileus by tender- 
ness, rigidity, and more severe pain. 

Thirteen cases, two of which were the author’s, 
have been observed during operation. In these 
‘nstances the rapidity of the dilatation was the most 
characteristic feature. All of the patients except 
one were relieved by the prompt passage of the 
stomach tube. 

All postoperative cases with more than the usual 
emesis should receive gastric lavage. 

When dilatation has developed, prompt and 
repeated gastric lavage must be carried out. In 
extreme cases the patient should be placed in the 
knee-chest position to facilitate the complete 
evacuation of the stomach. 

Postural treatment, the patient being placed in 
the prone position, has been used on the theory 
that there is duodenal occlusion. 

Gastric lavage has reduced the mortality to less 
than 50 per cent. J. J. Lezowrrz, M.D. 


Mayo, C. H.: Carcinoma Developing on Gastric 
Ulcer. J. Am. M. Ass., 1921, \xxvii, 177. 


The greatest number of cancers occur in the areas 
of the body that are normally acid. Thus it is that 
probably one-third of the cancers affecting men, and 
more than one-fifth of those affecting women, are 
found in the stomach, the organ of highest acidity, 
and many more cancers occur in the large bowel 
than in the alkaline small bowel. 

Cancer of the stomach is confined to that organ 
in approximately 20 per cent of cases until death 
results from obstruction, perforation, and peritonitis. 
This group of cases includes those in which good 
results are obtained from operation. 

Clinical observations show that previously trau- 
matized epithelial areas are much more susceptible 
to the development of cancer than normal epithelial 
areas. 

Insofar as cancer (a migratory hyperplasia) is con- 
cerned, the author’s observations have revealed a 
biologic reaction which is malignant only insofar as 
it destroys the communistic organization of cells. 
He believes a biologic cause of cancer is exhaustion of 
epithelial areas induced by age, chronic traumatism, 
or irritation, and that an activating agent would be 
the environment, such as an acid, especially bu- 
tyricacid. The three fundamental biologic reactions 
to destruction (hypertrophy, hyperplasia, migration) 
occur in various tissues of the body. The reactionary 
cells of these conditions are apparently normal 
structurally, but in their relation to the commun- 
istic organization of cells they are abnormal. 
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The exact starting point of gastric cancer is un- 
known, but the early cancers which have been ob- 
served have been found in the mucosa in the borders 
of chronic ulcers. 

There are simple chronic gastric ulcers without 
any signs of cancer, and also similar ulcers in which 
the normal columnar cells of the gastric tubules are 
partially or completely replaced by spheroidal or 
ovoidal undifferentiated cells which are intra-tubu- 
lar. In addition there are similar ulcers in which the 
ovoidal or spheroidal cells are extra-tubular, hence 
in the stroma (MacCarty). 

Williams states that 60 per cent of cancers of the 
stomach occur at the pylorus where only 12 per cent 
of ulcers occur. This shows the greater influence of 
trauma on fewer ulcers in the more active areas of 
the stomach. 

Cancer rarely occurs in the duodenum. In the 
few cases in which it does occur in this region it 
arises as a rule in an adenoma or a duct entrance, 
rarely in ulcer. 

In order to emphasize the greater danger from 
gastric ulcer as compared with duodenal ulcer, the 
data from Hunter’s report are summarized: 

The results of 2,431 consecutive gastro-enter- 
ostomies performed at the Mayo Clinic were studied. 
All but 108 patients were traced, 22 of whom had 
ulcers of the stomach. Five hundred and twenty-one 
patients with gastric ulcer were under observation 
on an average for 3.6 years. The mortality was 17 
per cent. The first year it was four and one-third 
times the death rate in a like group in the general 
population. The rate diminished during the re- 
mainder of the period. One thousand, six hundred 
and fifty-one patients with duodenal ulcer were ob- 
served for 3.4 years; the mortality was 5 per cent, 
which is approximately that of the general popula- 
tion of the same age. Gastric ulcer occurs less fre- 
quently but is more serious. 

In 1919 and 1920, at the Mayo Clinic, a diagnosis 
of cancer of the stomach was made in 1,529 cases; 
in 54 per cent the condition was considered inoper- 
able because of the extent of the disease, metastasis, 
complications, etc. 

It will take years of observation to estimate fairly 
accurately the percentages of cancers which have 
occurred in ulcers, even if from 1 in 12 to 1 in6 are 
thus developed. The author believes the percent- 
age is higher. 

Data show that several general factors contrib- 
ute to the causation of cancer, namely, irritation, 
partial destruction, and environment. 

In gastric cancer some degree of protection can be 
given if the disease is recognized early and relieved. 


Hempel, E.: Re de Incarceration of the Entire 
Small Intestine with the Lauenstein Traction 
Arch (Retrograde Darminkarzeration des ganzen 
Duenndarms mit Lauensteinscher Zugarkade). 
Deutsche Ztschr. f. Chir., 1921, clxiii, 119. 


By the term “retrograde intestinal incarcera- 
tion” is understood a hernia in which, at operation, 
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the sac is found to contain two practically normal 
loops of small intestine while the loops connecting 
them lie outside the sac in the abdominal cavity and 
show more or less marked change due to disturbance 
in their nutrition. About 83 such cases have been 
reported to date. 

There is much disagreement regarding the mechan- 
ical cause of this incarceration but especially regard- 
ing the cause of the nutritional disturbances in the 
free loops. Heller’s suggestion that this can be de- 
termined only by means of carefully taken histories 
(especially as regards attempts at lifting) and opera- 
tive findings (regarding the position of the mesen- 
tery before the incarcerating ring is cut) is therefore 
justified. 

The author made note of these points in the case 
of a woman 56 years of age who had had a femoral 
hernia for twenty years which for several years was 
the size of two fists and irreducible. Twelve days 
before she was seen by Hempel she had an attack 
of gastric pain and vomiting. On the day of opera- 
tion she had a sudden pain in the region of the hernia 
which in a few hours increased to the size of a child’s 
head. 

At operation on the hernia, which hung down as 
far as the middle of the thigh, the cecum, which was 
the size of 3 fists, was found adherent in the sac. 
With the cecum was a strip of the lower part of the 
small intestine about 20 cm. long which showed 
a sharp but intact stricturing ridge. In the me- 
dian angle of the hernial orifice was a second loop 
of intestine 20 cm. long which was not as con- 
gested as the first loop. One end of the latter led to 
the plica duodeno-jejunalis. The hernial orifice was 
so narrow that the finger tip could scarcely pene- 
trate it where the intestinal loops passed through. 
The mesentery of the connecting intestinal loops 
was not included in the stricturing orifice but lay 
within the abdomen. Its veins were congested and 
it showed hemorrhagic infarcts. The hyperemia 
ended in a curved line convex toward the root of the 
mesentery. The herniated intestine was replaced 
with some difficulty and the patient made a normal 
recovery. 

After reviewing the various theories regarding 
hernial incarceration the author accepts the view of 
Lauenstein who claims that the herniated intesti- 
nal loops pull downward on the mesentery of the 
connecting loops outside the hernia while the 
greatly inflated connecting loops pull upward, and 
that in this way an arching and bulging of the 
mesentery occur which are responsible for the vas- 
cular congestion and the formation of infarcts. 

Kempr (Z). 


Sawyer, C. F.: Acute Partial Enterocele. Surg., 
Gynec. & Obst., 1921, xxxiii, 38. 


The author defines partial enterocele as an ab- 
dominal hernia in which only a part of the circum- 
ference of an intestine projects as a diverticulum 
through a hernial opening, reducing but not com- 


pletely obliterating the lumen. He reports three 
cases, reviews the literature, and endeavors to clear 
up some of the present confusion in the nomen- 
clature. 

*Littré hernia” is a hernia of Meckel’s diverticu- 
lum. This term therefore should not be applied to 
partial enterocele known as ‘‘Richter’s hernia.” 

Partial enterocele occurs more often in women 
than men and in adults than children. It is frequent- 
ly femoral and occurs in old herniz which have been 
reducible. Stahl’s theory of its formation based on 
his operative experience is that it is due to irregular 
action of the muscle of the gut wall. 

The ileum is the part usually caught, that portion 
farthest from mesenteric attachment being involved. 
The omentum and mesentery are rarely confined. 
The varying obstruction and condition of the bowel 
wall result in a diversity of symptoms, some cases 
presenting those of typical strangulated hernia, and 
others less severe symptoms which are often mis- 
leading. The pain may be sudden, sharp, and located 
in the region of the hernia, or diffuse and without 
localization. Vomiting which has little relation to 
the constipation usually occurs but is less severe 
than in strangulation. There may be diarrhoea or 
complete stasis. Meteorism is rare as the partial 
obliteration allows the escape of gas. 

The prognosis is unfavorable because the diagnosis 
is ae late and gangrene of the gut develops 
early. 

The treatment is operation at the earliest possible 
moment. The author recommends the invagination 
operation of Jones, i.e. turning the strangulated bud 
back into the lumen of bowel. 

C. Corsin YANCEy, M.D. 


Strauss, H.: The Indications for Operation in 
Colitis Gravis (Chirurgische Indikationsstellung 
bei Colitis gravis). Jahresb. f. aerzil. Fortbild., 
1921, xii, 18. 


Besides the very severe colonic inflammations in 
which surgery is indicated there are less severe cases 
which resist long-continued medical treatment. 
In severe cases operation is not very promising. 
The possible surgical methods are: (1) the formation 
of a artificial anus, a method used formerly in 
Germany but little employed by Strauss because 
patients with colitis have little resistance to any 
severe abdominal operation; (2) appendicostomy; 
and (3) the formation of a cecal fistula, which 
should be done only when an appendicostomy is 
impossible. The operation of choice is appendi- 
costomy. 

Correct technique in the intestinal lavage after 
the fistula formation is essential. The author uses 
physiological salt solution or camomile tea at body 
heat for a period of one-half to one hour. The fistula 
is kept open until examination of the fluid withdrawn 
demonstrates the absence of pus and blood. Such a 
successful result may be obtained after a few months 
in some cases, but in others not unti! after a period 
of years. Kats (Z). 
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Tritto, G.: A Case of Total Atresia of the Colon 
and Its Surgical Treatment (Un caso di atresia 
totale del colon e suo trattamento chirurgico). 
Rassegna internaz. di clin. e terap., 1921, ii, 236. 


The author reports the case of a new-born infant 
which passed no meconium. Examination by rec- 
tum showed that there was no obstruction below 
the sigmoid colon. Immediate operation was advised, 
the formation of an artificial anus being recommend- 
ed. As the child’s parents would not consent to this 
procedure a radical operation was done. When the 
abdomen was opened by a median incision the small 
intestine was found enormously distended as far 
as the cecum. The ascending, transverse, and de- 
scending colons were represented by only a very thin 
cord, but at the sigmoid the bowel resumed its normal 
size. A loop of the small intestine was anastomosed 
side-to-side to the sigmoid colon and the abdomen 
closed. Some hours later patency of the anastomosis 
was demonstrated by the passage of meconium. 
The child’s condition, however, remained grave and 
death occurred forty-eight hours later. There was no 
sign of peritonitis. 

Cases of total atresia of the colon are extremely 
rare. The author has been unable to find any 
similar case in the literature to which he has 
access. 

Tritto believes that in the treatment of this 
condition the operation of choice is the formation of 
an artificial anus as this procedure is more apt to be 
well borne by a patient whose general condition is 
poor. The anus should be made in one of the loops 
of the small intestine as near as possible to the 
cecum. , W. A. BRENNAN. 


DeMartel, T.: Closure of Stumps Resulting from 
Section of the Large or Small Intestines (La 
fermeture des moignons résultant de la section de 
Vintestin gros ou gréle). Presse méd., Par., 1921, 
XXix, 653. 

In a series of articles to appear the author plans to 
consider the various defective points in the operative 
technique of gastric and intestinal surgery as he sees 
them. This article, the first of the series, deals 
particularly with the closure of the duodenal stump 
following gastrectomy. 

In DeMartel’s opinion the closure of the duodenal 
stump is the most important step in gastrectomy. 
Many operative deaths have been due to post- 
operative complications directly attributable to 
faulty technique in this procedure. In such instances 
autopsy has shown that the cause of death was 
acute generalized peritonitis, localized peritonitis, 
bronchopneumonia, or a duodenal fistula. Follow- 
ing the use of the classic operative procedure the 
author has found at autopsy that the closing suture 
had become septic and a localized abscess had 
formed. In some instances the abscess had invaded 
the intestinal lumen. 

The technique of closing the intestinal stumps 
which is proposed by DeMartel and which has 
given him uniformly successful results is as follows: 
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The duodenum is sectioned between two Kocher 
forceps, tincture of iodine is applied to the edges of 
the divided intestine, and a non-cutting suture is 
introduced across each surface of the intestine about 
14% cm. from the cut edges. The ends of the two 
sutures are tied loosely on each side and forceps are 
applied to the crushed edges of the intestine to hold 
them together. 

The cut end of the intestine is then invaginated 
and the sutures are drawn tight in the manner of 
a pursestring. A sero-serous suture completes the 
procedure. 

This technique leaves no pocket for the develop- 
ment of a localized septic process. 

Loyat E. Davis, M.D. 


Stiles, H.: The Value of Czcostomy in the Treat- 
ment of Malignant Disease of the Colon. 
Brit. J. Surg., 1921, ix, 1. 

The author calls attention to the lack of uniformi- 
ty in the methods of dealing with malignant disease 
of the colon. He divides the cases into those in which 
the disease is diagnosed before complete obstruction 
has occurred and those in which obstruction has 
already developed. 

For cases of complete: obstruction he advises a 
cecostomy and the introduction of a small Paul tube. 
He cautions against pulling the entire cecum out of 
the wound and against introducing the hand into 
the wound for purposes of exploration in the acute 
cases. Most of the desired information can be ob- 
tained by roentgenography. 

For cases in which obstruction is absent the two- 
stage or Mikulicz operation and the one-stage 
operation are possible. While the former may be 
safer, it is certainly a more trying ordeal for the 
patient and not always a simple procedure. For the 
past ten years it has been the invariable practice of 
the author to do a primary resection followed by 
end-to-end anastomosis, and then, as a final step, to 
make a small incision over the cecum and stitch the 
circumference of an area of the anterior cecal wall 
about the size of a half dollar (two shilling piece) to 
the parietal peritoneum and the two deeper muscles 
by a carefully applied continuous suture. He then 
opens the cecum twenty-four to forty-eight hours 
later and introduces a tube about the diameter of a 
lead pencil to keep the opening patent. This 
opening, by providing for the escape of flatus, acts 
as a safety valve to prevent strain on the intestinal 
sutures. 

In Stiles’ opinion a small cecostomy opening 
combined with a primary resection permits an end-to- 
end union with safety and this makes it easier to 
effect a more extensive removal of bowel, mesentery, 
and glands than if it were intended to re-establish 
continuity by a lateral anastomosis. Moreover, it is 
sometimes possible to effect an end-to-end union 
in cases in which a lateral anastomosis would be 
impracticable, such, for example, as when the tu- 
mor is situated near the pelvirectal juncture. 

FREDERICK CHRISTOPHER, M.D. 
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LIVER, GALL-BLADDER, PANCREAS, 
AND SPLEEN 


Soresi, A. L.: Reconstruction of the Hepatic Duct. 
Internat. J. Gastro-Enterol., 1921, i, 75. 


The author states that there have been numerous 
cases in which, after repeated operations for drainage 
of the biliary ducts, removal of the gall-bladder, 
the dissection of adhesioas, gastro-enterostomy, 
gastrectomy, removal of the appendix, etc., the 
patient continued to complain of pain and ultimately 
died because the drainage of bile into the intestine 
was not sufficient. Two cases in particular interested 
Soresi and suggested to him the possibility of re- 
constructing a permanent, unobstructable passage- 
way through which the bile would flow into the 
duodenum when the natural channels had been 
destroyed or rendered impervious by disease or 
other cause. 

Before undertaking his experiment he had to 
devise a temporary artificial passageway for the 
bile which would not leak, and to discover suitable 
material for the construction of the new permanent 
organic channel. For the former he used a rubber 
tube and for the latter a loop of jejunum. He states 
that if a loop of jejunum is not available the stomach 
may be resected beyond the pylorus. The mode of 
operation is as follows: 

An ample transverse incision is made, the organ is 
freed from adhesions, and the tissues are divided 
between two ligatures to prevent bleeding. A small 
silver tube is inserted into the stump of the hepatic 
duct and tied with strong silk. To this is tied a long 
rubber tube. 

The next step consists in obtaining a piece of 
jejunum. To this end the omentum is raised and 
the jejunum corresponding to the first few centi- 
meters of the duodenum is well exposed. A loop of 
jejunum is picked up, the mesentery of which cor- 
responds exactly to the first portion of the duodenum 
and the blood vessels of which will allow a free 
blood supply to the piece of intestine to be carried 
up against the liver. The jejunum is resected and, 
remaining attached to its mesentery, is wrapped in 
warm wet gauze. The continuity of the gut is 
then immediately re-established by an oblique anas- 
tomosis. 

The jejunum is passed through the mesocolon and 
between the duodenum and the pancreas. In order 
to prevent tension and torsion its mesentery is 
secured to the posterior peritoneum and to the 
pancreas with a few catgut stitches. The gap in the 
mesocolon is also closed. The piece of intestine is so 
arranged that one end comes in contact with the 
under surface of the liver and the other with 
the duodenum without causing any tension of the 
mesentery. The cut edge that will come in contact 
with the liver is inverted and sutured all around with 
iodized catgut. The rubber tube attached to the 
hepatic duct is passed through the jejunum which is 
then brought into contact with the liver as closely 
as possible and held there by one or more stitches. 


The other end of the jejunum is then anasto- 
mosed to the duodenum very rapidly through a 
small incision with one row of special mattress 
sutures. 

In this manner a temporary passageway is 
provided for the bile which will immediately flow 
without leakage into the duodenum through the 
rubber tube securely tied to the hepatic duct. 
In the meantime the jejunum will form strong and 
firm adhesions with the liver above and the duode- 
num below, the adhesions above being favored 
and hastened by the iodine present in the iodized 
catgut. After several days the hepatic duct tied 
on the silver tube is cut through by the pressure 
exercised by the silk thread, and the silver and 
rubber tubes are released. The bile is then able 
to pass safely through the grafted loop of intes- 
tine which will allow its free passage directly from 
the liver into the duodenum. 

GeorcE E. M.D. 


Judd, E. S.: The Relation of the Liver and the 
Pancreas to Infection of the Gall-Bladder. 
J. Am. M. Ass., 1921, \xxvii, 197. 


Cholecystitis is nearly always associated with 
some degree of inflammation of the liver or pancreas 
or of both. Study of the lymphatics of the liver and 
gall-bladder has demonstrated a very close relation- 
ship between them; the lymphatics of the gall- 
bladder and pancreas also anastomose. It has been 
suggested, therefore, that in associated conditions 
of these organs infection is carried in the lymphatics. 
Some observers, however, believe that the infection 
is transmitted through the ducts and others that it is 
carried through the venous system. 

In a study of the secretory pressure of the bile, 
Mann found that the pressure of the bile in the 
common duct is dependent on three factors, the 
secretory pressure of the liver, the contractile 
pressure of the gall-bladder, and the mechanical 
pressure of the diaphragm and abdominal muscles. 
This last is greatest during vomiting, and when all 
the factors are combined a maximum pressure of 
about 1,000 mm. of bile is reached. The secretory 
pressure of the liver is equal to about 350 mm. of 
bile. Many observers have shown that bile injected 
with a syringe into the pancreatic duct produces 
pancreatitis. This is probably due to trauma 
caused by injection under too great pressure for it 
does not occur if the pressure of injection does not 
exceed 500 mm. of bile and is rare even when the 
pressure is raised to 1,000 mm. of bile. A physiologi- 
cal mechanism which can inject bile into the pancre- 
atic duct with sufficient force to produce pancreatitis 
is exceptional. Also it is seldom that an anatomical 
arrangement, either through the formation of stone 
or the action of the sphincter, can convert the duct 
into a continuous passage-way permitting the bile 
to flow from the common duct into the pancreatic 
duct. Pancreatitis may occur from this cause but 
is rare. It is more probable that the infection 
passes by way of the lymph channels. 
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A review of 1,290 cases of gall-bladder disease 
in which operations had been performed at the 
Mayo Clinic during 1919 revealed little evidence of 
associated pancreatitis or hepatitis in the subjective 
history. Forty-seven cases showed hepatitis; 31, 
advanced cirrhosis; and 347 (26.8 per cent), asso- 
ciated pancreatitis. G. S. Foutps, M.B. 


Hotz, G.: Drainage in Carcinoma of the Biliary 
Passages (Drainage beim Carcinom der Gallen- 
gaenge). Zentralbl. f.Chir., 1921, xlviii, 959. 


Hotz recommends the reconstruction method of 
Verhoogen and Wilms for cases of carcinoma of the 
biliary passages. The site of the carcinomatous 
stricture having been definitely determined, the 
common duct is liberated from the stenosis toward 
the duodenum and incised. The stricture is dilated 
with urethral bougies, and a thin but stiff rubber 
tube, about the thickness of a lead pencil and 12 cm. 
long, is inserted in the common duct opening, one 
end being led through the stricture into the upper 
hepatic duct and the other pushed into the common 
duct toward the duodenum. The common duct 
is then sutured over the rubber tube and the gall- 


bladder is removed or a cystostomy is done. The | 


buried drain remains in place permanently and 
drains the bile satisfactorily. Bone (Z). 


Heyd, C. G.: Cholecystogastrostomy and the 
Courvoisier Gall-Bladder. J. Am. M. Ass., 1921, 
Ixxvii, 339. 

The rapid loss of weight, the emaciation and 
asthenia, and the pruritus and disturbing mental 
depression associated with chronic obstructive 
jaundice very often render attempts at operative 
relief imperative. In this connection the author 
recommends the more extensive employment of 
cholecystogastrostomy. In discussing the physiolog- 
ical function of bile he states that chronic jaundice 
is uniformly associated with wasting because of 
difficulty in the absorption of fat. The bile salts 
which enter the bowel are re-absorbed and used 
over again several times. Soon after a cholecystos- 
tomy has been established, the salts in the bile fall 
to one-tenth normal as re-absorption cannot occur. 
The loss of bile externally by prolonged cholecystos- 
tomy means exhaustion of bile salts due to failure of 
re-absorption and a progressively diminishing func- 
tion of the liver. 

Courvoisier came to the conclusion that in cases 
of chronic jaundice due to obstruction of the common 
duct contraction of the gall-bladder signifies that 
the obstruction is due to stone while its dilata- 
tion indicates that the obstruction is due to causes 
other than stone. The exceptions to this law are 
few. 

The technical difficulties of cholecystoduodenos- 
tomy with a fixed duodenum and the possibility of 
duodenal fistula are factors which will prevent the 
acceptance of this type of anastomosis as a standard 
surgical procedure. Moreover, its mortality is cer- 
tainly greater than that of cholecystogastrostomy. 
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Technically the union of the gall-bladder and the 
stomach is more easily effected than any other 
form of anastomosis as the parts are normally in 
close and intimate relationship and little if any 
mobilization is necessary to bring them into ap- 
position. The advantages of this type of union are 
summarized thus: 

1. A close anatomical apposition of the two 
viscera is easily produced. 

2. Bile is delivered into the gastro-intestinal 
tract at an approximately normal point. 

3. Visceral mobilization and the technique of 
operation are easy because the anastomosis is 
between two viscera of fairly well-developed size 
and thickness. 

4. The sterilizing mechanism of the stomach 
prevents ascending infection. 

5. The mortality is minimal. 

In an experimental study by Grey in which 
cholecystogastrostomy was performed with complete 
division of the common duct it was demonstrated 
that on a diet of meat and water with bile constantly 
present in the stomach throughout the course of 
digestion there is no appreciable effect on the 
acidity of the gastric content. Postmortem examina- 
tion showed a functioning union and absence of 
pathologic changes in the gastric mucosa. 

Cholecystogastrostomy should be_ performed 
only when the gall-bladder has a patulous cystic 
duct with relatively normal walls and is not too 
seriously diseased. Otherwise the gall-bladder and 
cystic duct may not function properly as a delivery 
tube from the common hepatic duct to the stomach. 
After union of the gall-bladder to the stomach the 
gall-bladder probably contracts and elongates into a 
small tubular channel. Roentgen-ray studies 
following cholecystogastrostomy have shown that 
bismuth and barium do not enter the gall-bladder. 
The determination of the gastric acidity after 
cholecystogastrostomy shows that the amount of 
free acid is not less than the normal amount although 
the total acidity varies. 

FREDERICK CHRISTOPHER, M.D. 


Walzel, P.: So-Called Gall-Bladder Regeneration 
After Cholecystectomy (Zur Frage der sogenann- 
ten Gallenblasenregeneration nach Cholecystek- 
tomie). Arch. f. klin. Chir., 1921, cxv, 1090. 


Walzel reports three cases in which, eighteen, 
twenty, and seventeen months after a first operation 
for the removal of the gall-bladder, a second opera- 
tion was performed. The first operation was per- 
formed in one case for cholelithiasis, in another for 
acute cholecystitis, and in the third for chronic 
cholecystitis. The operative records showed that a 
large part of the cystic duct, and perhaps also 
parts of the neck of the gall-bladder, had been left 
behind. 

In Cases 1 and 2 the second operation was indi- 
cated by colicky pains. The first patient died from 
pulmonary embolism and the second from periton- 
itis due to faulty drainage. In all three cases on re- 
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operation a ball-like formation was found which, in 
Cases 1 and 2, contained bile and was connected 
with the enlarged bile ducts, but in the third case 
ended blindly at the common duct. In Cases 1 and 3 
longitudinal section revealed a single smooth-walled 
cavity, and in Case 2, a system of four cavities which 
communicated with each other. The sac was every- 
where formed by extension and enlargement of the 
zall-bladder neck; there was no indication whatever 
regeneration either in the mucosa or the other 
coats of the wall. In Case 2 a bilirubin stone the 
size of a grain of rice was found. 

Walzel is convinced that these formations were 
due merely to stretching of the wall of the stump in 
all its layers which, as a rule, occurred in the region 
of the first part of Heister’s valve. The cause of this 
passive stretching was probably injury of the gall- 
bladder due to ligation and crushing, stagnation in 
the common duct, adhesions in the vicinity of the 
duodenum, and spasm of the sphincter of the papilla. 
As calculi may be formed in such enlargements 
and as occasionally symptoms of a colicky nature 
may develop, extirpation is indicated. 

NorpMANN (Z). 


Ssoson-Jaroschewitsch, A. J.: The Operative Ap- 
proach to the Spleen (Die operativen Zugaenge 
zur Milz). Nautschnaja Medyzina, 1920, 4. 


Surgery of the spleen has been neglected and to 
date various methods and incisions have been used 
although the spleen possesses a number of topo- 
graphical peculiarities which should be taken into 
consideration in its operative treatment. 

The position of the spleen in relation to the skele- 
ton is not constant. Examination of cross-sections 
of frozen cadavers shows two chief positions, a 
higher and a lower. By most surgeons the higher 
position is considered to be normal (Picon, Testut), 
but according to the author’s investigation it ismerely 
a variant. The projection zone of such a high spleen 
is not lower than the eleventh rib. Therefore the 
upper edge is always higher than the tenth rib and 
frequently extends upward as far as the eighth rib. 
In the other variant of position the projection zone 
lies between the eleventh and twelfth ribs and does 
not extend upward beyond the tenth rib. In the 
high position the axis of the spleen is more horizontal, 
while in the low position it is more vertical. The 
topography of the spleen varies also according to the 
fullness of the neighboring parts, the stomach, colon, 
and pleural cavities. A retroperitoneal situation of 
the spleen is rare but the author discovered three 
positive cases of this type in the literature. 

_ In studying the numerous incisions for approach- 
ing the spleen the author found twenty-eight. These 
may be grouped as follows: (1) simple laparotomy 
incisions (23); (2) thoracolaparotomy incision; and 
(3) the transdiaphragmatic laparotomy incision. 
The simple laparotomy incisions include the ex- 
ternal rectus incision, which, on account of the 
trauma incident thereto and the poor exposure it 
affords, is not to be recommended. The entire 


incision is lower than the spleen and further exposure 
injures the costal arch. Incisions along the border 
of the ribs are better, as are also the modifications 
of the laparotomy incisions in which an oblique 
incision toward the left is made in addition. These 
incisions are indicated especially in cases of enlarge- 
ment of the spleen. Better approach is offered by 
resection or bending of the cartilaginous costal arch 
(Canniot, Lejars, Djakonoff-Marwedel). These 
methods produce considerable trauma but give the 
best exposure even when the spleen is not enlarged. 

In thoracolaparotomy the incision is made along 
the upper edge of the ninth rib and the outer edge 
of the rectus muscle. The diaphragm is divided in 
the direction of its fibers. This incision is indicated 
in injuries of the spleen complicated by injuries of 
the pleural cavity. The exposure obtained is ex- 
cellent. 

The transdiaphragmatic laparotomy incision is of 
two types, the transpleural and the extrapleural. 
These give a good approach and are indicated 
especially in stab wounds of the spleen. In abscess 
of the spleen, ecchinococcus cyst, and all other cases 
in which drainage is indicated, extrapleural incisions 
are desirable. According to this method the incision 
is made in the tenth intercostal space and, if 
necessary, the tenth and eleventh ribs are resected. 

SCHAACK (Z). 


Mayo, W. J.: Splenectomy in Splenic Anemia and 
Banti s Disease. J. Am. M. Ass., 1921, Ixxvii, 34. 


Splenic anemia is characterized by an enlarged 
adherent spleen, a secondary type of anemia, and 
leukopenia. The etiology of splenic anemia is 
unknown or, it may be said, if the cause is known, 
the condition is not called splenic anemia, but is 
considered part of the disease of which it is one 
manifestation. 

While splenic anemia has quiescent periods, it 
eventually terminates in death, often from an inter- 
current malady which the condition invites. The 
anemia is subject to considerable variation. When 
extreme, it is usually the result of intercurrent 
gastric hemorrhages. Leukopenia is a rather con- 
stant feature; the white cell count is usually well 
under 5,000, the average being 3,500, although 
occasionally it is much higher. Pathologically the 
spleen shows generalized fibrosis and thrombophle- 
bitis with atrophy of the pulp cells. Most observers 
are now of the opinion that Banti’s disease is merely 
a late stage of splenic anemia. The evidence at 
hand leads to the belief that both the anemia and 
the terminal cirrhosis of the liver are due to the 
pathologic condition of the spleen rather than to 
toxic material supposedly removed from the blood, 
and that the exciting cause of the splenomegaly 
may have little to do with the changes in the blood 
and liver. 

The spleen may be enlarged in cases of hepatic 
cirrhosis, especially in the mixed forms. There 
are many cirrhotic pictures but fundamentally 
there are but two hepatic cirrhoses: 
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1. Portal cirrhosis, in which the toxic material 
reaches the liver by way of the portal vein and the 
connective tissue is deposited around its radicles. 
Death is caused by obstruction of the portal circula- 
tion, ascites, gastric hemorrhage, etc. 

2. Biliary cirrhosis, caused by infection of the 
biliary ducts, in which the connective tissue is 
deposited around the ducts and causes jaundice, but 
without ascites or hemorrhage until shortly before 
death. 

In portal cirrhosis the spleen may play a prominent 
part in the etiology, and splenectomy in properly 
selected cases may be of great benefit. By splenectomy 
not only is the possible supply of toxic material from 
the general circulation cut off, but, as has been point- 
ed out previously, the portal stream is reduced also 
by subtraction of the amount of blood poured into 
the portal vein from the spleen, about 25 per cent 
of the total under normal conditions. After the 
removal of some of these huge spleens an enormous 
reduction of the porta!’ circulation takes place so that 
the hepatic cells may be relieved of a sufficient 
overload to enable them to function normally. 
In 11 cases of greatly enlarged spleen in which 
splenectomy was performed for portal cirrhosis 
encouraging results were obtained. 

Splenectomy was performed in 6 cases of primary 
biliary cirrhosis in adults with great enlargement 
of the spleen. In these, the cause of the biliary 
infection so far as cou!d be determined, such as 
gall-stones, focal infection, etc., was removed 
previously without marked relief. Of the 5 patients 
who recovered from the splenectomy all were 
greatly benefited. 

Up to January 1, 1921, 249 spleens were removed 
in the Mayo Clinic for all causes. The mortality was 
1o per cent. Seventy-one splenectomies were for 
splenic anemia of unknown origin. In these cases 
there were 9 deaths. In addition, the operation was 
performed in 38 cases for splenic anemias of known 
origin. These 38 cases deserve some attention. 

Chronic sepsis. Eleven spleens which had become 
greatly enlarged in the course of chronic general 
sepsis following septic arthritis, tonsillitis, phlebitis, 
and osteomyelitis were removed. There were 3 
deaths in the hospital. The other patients were 
cured or greatly benefited. 

Syphilis. Splenomegaly is often found with 
chronic syphilis, particularly in the cases in which 
thorough treatment fails to maintain a negative 
Wassermann reaction. The spleen was removed in 
6 cases of this kind, with 1 death in the hospital. 
Patients who had resisted thorough syphilitic 
treatment and in whom chronic anemia was a 
manifest sign were at once made amenable to treat- 
ment and quickly recovered. 

Splenic anemia in children and von Jaksch’s 
disease. Von Jaksch has described an enlargement 
of the spleen in infants due to malnutrition which 
usually disappears when proper feeding is in- 
stituted. Some of these patients, however, do not 
get well and the enlarged spleen and chronic anemia 
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are carried into early childhood. Eight spleens were 
removed in such cases without an operative death, 
and cure usually followed. 

Malarial spleen. Chronic malaria results in a 
splenomegaly with generalized fibrosis and thrombo- 
phlebitis which is recognized as a form of splenic 
anemia. If treatment fails, removal of the greatly 
enlarged spleen of this type gives relief. 

Chronic splenomegaly. Finally, there is a type of 
chronic splenomegaly, more common in women than 
in men, which persists for years without great 
detriment to the patient beyond that due to the 
weight of the enlarged spleen. In the author’s 
cases, however, chronic anzmia.eventually developed, 
and in a few in which operation was performed the 
definite changes characteristic of splenic anemia 
were found. It must be concluded that many such 
cases are quiescent types of splenic anzmia. 

The operative mortality and end-results are sat- 
isfactory, considering the nature of the disease and 
the condition of the patients subjected to operation. 
All of the cases operated on were otherwise incurable 
and progressing to a fatal issue. The death rate 
from splenectomy in such instances is high, and not 
all patients who recover will be greatly benefited. 
The later in the course of the disease that splenectomy 
is performed, the more serious the condition that will 
be found. Early operation will give a low mortality 
and will cure a higher percentage of patients than 
was cured in the group herein discussed. 


MISCELLANEOUS 


Struthers, J. W.: Mesenteric Lymphadenitis 
Simulating Appendicitis. Edinburgh M.J., 1921, 
N.S. XXVii, 22. 


The author calls attention to the frequency of 
lymphadenitis in the neck, axilla, groin, popliteal 
space, and ante-cubital fossa, and comments on 
the rarity or absence of acute suppurative inflam- 
mation of the mesenteric lymph nodesin appendicitis, 
typhoid fever, and dysentery. Tuberculosis of the 
mesenteric glands, on the other hand, is extremely 
common in children and adolescents. 

Within recent years a number of cases of supposed 
appendicitis have come under observation in which, 
at operation, lymphadenitis was found, that is to 
say, the appendix was perfectly healthy and the 
only abnormality detected was enlargement of the 
lymph glands in the mesentery with signs of peri- 
toneal irritation over them. 

The author states that in two years he has seen 22 
cases of mesenteric lymphadenitis and 187 cases of 
appendicitis. In children and adolescents lymphad- 
enitis is more often confused with appendicitis than 
any other condition. 

During the acute stage the glands are not often or 
readily felt because of the muscular resistance pres- 
ent. Under anesthesia, however, they may be more 
easily palpated, and when several are adherent to 
each other the resulting lump tends to be higher and 
nearer the midline than the swelling caused by the 
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inflamed appendix with omentum or intestine ad- 
herent to it. After an acute attack the persistence 
of a lump and its situation may clear up the diag- 
nosis. Appendicitis is a treacherous condition, and 
in doubtful cases a wait-and-see policy is apt to be 
followed by disastrous results, especially in children. 
Another fact indicating immediate operation is that 
opening the abdomen in cases of lymphadenitis 
does not appear to influence the glandular affection 
unfavorably. 

The author summarizes his conclusions as follows: 

1. An inflammatory reaction occurs in enlarged 
mesenteric glands and the overlying peritoneum, 
the enlargement being usually, but not always, 
tuberculous, and giving rise to symptoms closely 
resembling those of appendicitis. 

2. While the cause of the reaction cannot be 
determined definitely, it may be due to exacerbation 
of the tuberculous infection with peri-adenitis, to 
the invasion of the tuberculous glands by other 
organisms, i.e., the onset of a mixed infection, or to 
the occurrence of a transient adenitis similar to that 
seen in other parts of the body in association with 
surface infections. FREDERICK CHRISTOPHER, M.D. 


Sencert, L. Mesenteric Disinsertions in Abdominal 
Contusions (Désinsertions mésentériques dans les 
contusions de l’abdomen). Bull. et mém. Soc. de 
chir. de Par., 1921, xlvii, 758. 


Sencert observed two cases of abdominal con- 
tusion presenting interesting anatomo-pathologic 
and clinical peculiarities. In the first case the anat- 
omical lesions were complex, consisting of rupture 
of the splenic artery, rupture of the pancreas, and 
mesenteric disinsertion of the first jejunal loop for 
an extent of 20 cm. with opening of the loop along the 
mesenteric rip. In the second case there was 
mesenteric disinsertion of the last loop of the ileum 
with complete necrosis of the disinserted loop. In 
this article Sencert deals only with the mesenteric 
disinsertions. Such lesions are rare; Sencert has 
found the reports of only 30 cases. In 8 of these 
the disinsertion was the only lesion. In all of the 
others this lesion was associated with other ab- 
dominal injuries. The disinsertion usually occurs in 
the terminal part of the ileum, but in 4 cases it was in 
the middle part, and in 3 in the first part. The length 
of loop compromised varies from 10 to 40 cm., but in 
a few cases was much longer. 

The immediate consequence of the lesion is 
haemorrhage which may be rapidly fatal or, as in one 
of the author’s cases, not at all serious. The ultimate 
result is gangrene of the intestinal loop. 

The clinical symptoms are of three types. There 
may be a syndrome of internal hemorrhage and 
acute anemia. There may be an acute peritoneal 
syndrome, especially if there is also an intestinal 
rupture not accompanied by intense hemorrhage. 
In other cases there may be a syndrome of simple 
parietal contusion as in the author’s second case. 
This last _type, although apparently the most 
benign, is in reality the most serious. 
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In the first two types the symptoms demand 
immediate laparotomy. In the third there is no 
symptom of internal hemorrhage or peritonitis and 
the surgeon will probably delay laparotomy. In the 
author’s second case absence of symptoms con- 
tinued for thirty-six hours. In this type of case, 
however, gangrene of the disinserted intestine 
following peritonitis is certain to develop. The 
peritonitis becomes manifest only at the end of 
twenty-four to forty hours after the injury. The 
localized pain and contraction the author referred to 
the parietal lesions because they coincided with the 
local ecchymosis. 

One of the author’s patients was a child 9 years of 
age. Both of his patients were operated upon and 
recovered. W. A. BRENNAN. 


Loop, R. G.: Mesenteric Vascular Occlusion: With 
a Report of Nine Cases in Which Operation 
Was Performed. J. Am. M. Ass., 1921, Ixxvii, 369. 


There are about 500 cases of mesenteric vascular 
occlusion now on record. According to the literature, 
this is a very rare condition and has an exceedingly 
high mortality. The death rate is bound to be 
practically 100 per cent unless prompt and proper 
treatment is given and probably in any event it must 
remain distressingly high. 

The author does not believe that the condition 
is as rare as has previously been supposed as many 
such cases must pass unrecognized and deaths 
from this condition are often ascribed to other 
causes. Loop presents and analyzes nine cases. The 
pathologic picture is strikingly uniform and 
characteristic. The salient features in the order of 
their importance are: 

1. A transparent, sticky peritoneal fluid, amber 
or blood-tinged in color, odorless, and without 
coagulated lymph. This was present in copious 
amount in every instance. 

2. A cyanosed, plum-colored, soggy, oedematous 
intestine with glistening peritoneum, free from 
adhesions and with relaxed lumen. It is not dis- 
tended but lies inert within the abdominal cavity 
with no tendency to crowd out of the incision, 
being held down by the weight of fluid within its 
lumen and containing little gas. It may be mottled 
and on the verge of gangrene in small areas but no 
gross gangrene was seen in any of the cases reported. 
Except for the absence of gas distention it resembles 
the congested bowel often observed in large strangu- 
lated herniz. 

3. A thick, doughy mesentery dragging down 
over the pelvic brim as though it were adherent. 
This is the most characteristic finding. 

Symptomatically two types of manifestations 
are clearly marked: (1) the fulminating, and (2) 
the phlegmatic. 

The small series of cases reported indicate that 
two prevailing ideas concerning this condition are 
erroneous as extensive gangrene of the bowel is not 
seen except in very late cases, much later than 
these cases would ordinarily come to operation, and 
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complete intestinal obstruction develops only when 
some of its usual causes are present as the primary 
condition. 

The striking symptoms are: (1) disturbed function 
of the bowels; (2) vomiting which usually occurs 
early (coincident with the pain in the fulminating 
cases), may be almost continuous during the first 
hours, may become stercoraceous and blood-tinged, 
and tends to diminish or cease after the first six or 
eight hours; (3) sudden violent and agonizing 
pain, which marks the onset of the fulminating 
cases; and (4) shock, which is marked in the ful- 
minating cases and indicates by its degree the 
extent of bowel involved. 

Of almost equal value in the diagnosis is the 
absence of certain symptoms often mentioned in 
descriptions of this condition and ordinarily seen 
in the ‘‘acute abdomen.” Mesenteric vascular 
occlusion is essentially afebrile, the temperature 
rarely rising above 100 degrees F. and often being 
subnormal. The pulse is infrequent and may be 
small, irregular, and thready according to the degree 
of shock. There is little or no muscle spasm. The 
flaccidity of the abdominal muscles is a very 
striking feature in a patient almost crazed with 
abdominal pain. The abdomen is not distended; 
neither is it scaphoid. It may be described best as 
rotund, but not under tension. The percussion note 
is dull or flat, not tympanitic. 

Rational treatment is based on the recognition 
of the fact that the bowel deprived of its blood supply 
cannot recover. Elimination of the involved portion, 
whether it is large or small, by the quickest possible 
means is the only method, and the fate of the 
patient then rests on whether there is further exten- 
sion of the process and the possibility of slow 
starvation if the drainage is high in the intestinal 
tract. FREDERICK CuristoPpHEeR, M.D. 


Schiller, K.: Surgical Abdominal Complications of 
Influenza (Ueber die chirurgischen abdominellen 
Komplicationen der Influenza). Orvosi hetil., 1921. 
Ixv, 1321. 


During the influenza epidemic of 1918-19 and 1920 


the author observed seventeen cases of appendicitis. 
In fourteen the condition developed during the 
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period of convalescence. Nine of the latter were 
operated upon. Of the five cases not operated upon 
only one progressed to the stage of exudate forma- 
tion. This patient recovered but a recurrence four 
weeks later necessitated an operation. In one case 
there was gangrene of the appendix; this patient died. 
Nine patients with simple, non-gangrenous appen- 
dicitis were cured. In five cases the appendicitis 
occurred in patients who had been operated upon for 
pleurisy; in the others it developed following mild 
tracheal influenza. 

In simple appendicitis following influenza the 
symptoms are rather mild (colic; retching; fever, 
38-39 degrees C.; moderate rigidity), but in the 
attacks developing during the acute stage they are 
severe, suggesting perforation. Operation in three 
cases of the latter type was followed by death in 
one. 

It is astonishing to find at operation that even in 
the earliest stages of the condition the pathologic 
changes are not localized to the appendix but 
involve the cecum and the neighboring loops of 
ileum. The exudate is sero-fibrino-sanguinous. In 
some cases the mesenteric lymph glands are swollen. 
In the case developing in the acute stage and ending 
fatally small foci of pus were found in the mesenteric 
mph glands and there was yellow atrophy of the 
iver. 

The appendicitis developing in the acute stage of 
influenza is essentially a rapidly spreading, sero- 
fibrino-sanguinous peritonitis arising from the 
appendix. This may become cured following the 
removal of the appendix. 

Another sequela of influenza is a peritonitis in 
which no involvement of the abdominal organs can 
be found (toxic and metastatic peritonitis). This 
may occur by way of the lymphatics following 
inflammation of the diaphragm (five cases, two 
becoming cured spontaneously and three ending 
fatally) or as a result of influenzal enteritis with 
perforation (two cases, one becoming cured and one 
ending fatally). In two cases the peritonitis was due 
to the rupture of a pus pocket in a mesenteric 
lymph gland. Like appendicitis, peritonitis following 
influenza occurs as a rule during the period of con- 
valescence. Pétya (Z). 


SURGERY OF THE EXTREMITIES 


DISEASES OF THE BONES, JOINTS, MUSCLES, 
TENDONS, ETC. 


Franke, G.: Osteogenesis Imperfecta (Ueber Osteo- 
imperfecta). Zéschr.f. orthop.Chir., 1921, xli, 
158. 

Franke first describes two cases of osteogenesis 
imperfecta treated at Lange’s clinic. 

Case 1. The patient was a girl 9'4 years old who 
at birth had a fracture of the right leg. In the course 
of the following year this leg was broken three times 
and the right femur also was fractured. When the 


child was 3 years old she suffered a fracture of the 
clavicle. In the following years there were ten 
fractures of the right leg, and in 1911 both femurs 
were fractured. Each time the fracture healed 
rapidly but the right leg gradually became so 
deformed that in 1911 an osteotomy was done. 
Since September, 1912, the child has been unable to 
stand, chiefly because of the weakness and deformity 
of the right leg. In 1913, two days before she came 
to the clinic, this leg had been fractured again. 
The author gives a very detailed description of the 
clinical and X-ray aspects of the case. The patient 
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presented no signs of rachitis as the epiphyses were 
normal and showed practically straight ossification 
lines. However, all the X-ray shadows of the skele- 
ton were light, the corticalis was very thin, and the 
spongiosa wide-meshed. Pain was absent, the pel- 
vis was normal, and the reflexes were not increased. 
Rickets and juvenile osteomalacia were excluded 
by the limitation of the process to the lower ex- 
tremities, especially to the right leg. The femurs 
were at this time so hard that manual refracture 
was no longer possible. 

Franke considers this a light case of osteogenesis 
imperfecta. The X-ray showed a spindle-shaped 
widening of the posterior arch of the second to the 
sixth ribs on the right side which, in the absence of a 
history of trauma, was unexplainable. Possibly it 
was due to exaggerated respiratory movements 
but if this was the case it would be scarcely con- 
— that it would not be present on the left side 
also. 

The treatment consisted in refracturing and 
straightening the right leg and a bilateral osteotomy 
on the deformed femur. After the operation the 
child was placed in an ambulatory splint and after 
six months she was able to stand and walk without 
assistance. Six years later the femurs were in good 
condition but the legs were markedly atrophic and 
strongly bowed with a tendency to the saber- 
shape. 

Case 2. The patient was a 13-year-old girl who 
had suffered a first fracture of a leg in her second 
year and from then on to her ninth year had ten 
other breaks of arms or legs from very slight causes. 
In this case also the corticalis of the extremities was 
thin and the spongiosa wide-meshed. The epiphyses 
were entirely normal. A “chicken-breasted” con- 
dition with drawing in of the lower ribs would 
have suggested rachitis if the epiphyses had not been 
free from signs of disturbance in the development 
of the cartilages. The freedom from pain in the bones 
and the early occurrence of the fractures. spoke 
against osteomalacia. 

Franke agrees with Looser that the earlier dif- 
ferentiation between osteopsathyrosis idiopathica 
(coming on in childhood), and osteogenesis im- 
perfecta (congenital) is not justified. Both pro- 
cesses agree pathologically and clinically. The con- 
spicuous sign of bone fragility is not peculiar to 
Osteogenesis imperfecta as it is present also in 
osteomalacia and rickets. In osteomalacia, however, 
the fractures occur first at the onset of puberty and 
are accompanied by changes in the pelvis, severe 
bone pain, and exaggeration of the reflexes, all of 
which are absent in osteogenesis imperfecta. The 
condition may be differentiated from early rickets 
by the character of the epiphyses which in osteo- 
genesis imperfecta is normal. The fragility of the 
bones in osteogenesis imperfecta is due to insuf- 
ficiency of the osteoblasts for normal endochondral 
ossification. In osteomalacia bone tissue is formed 
abundantly but does not contain a sufficient amount 
of calcium salts. Marwepe (Z). 


Painter, C. F.: A Consideration of the Etiological 
Factors in Myositis Ossificans Traumatica. 
Boston M. & S.J., 1921, clxxxv, 45. 

The author presents a detailed report of the case 
of a man who suffered a blow on the anterior 
surface of the left thigh and subsequently wrenched 
his left knee. The X-ray showed a calcareous deposit 
just above the patella and a mass of bone in the mid- 
thigh within the substance of the quadriceps exten- 
sor muscle. Both of these were removed at operation 
and were found closely adherent to their adjacent 
bony structures. The patient still complains of 
trouble in his leg which is probably due to some of 
the ossifying process that was left behind. The 
bony masses did not appear until at least four months 
after the injury and were probably of traumatic 
origin. 

In reviewing the literature on this subject, Jones 
and Morgan in 1912 reported on 339 cases, 89 
of which were their own. Of 169 cases, the condition 
occurred in 15 between the fifteenth and twentieth 
years of age; in 76, between the twentieth and the 
twenty-third years; in 14, between the twenty-fourth 
and thirtieth years; and in 25, between the thirtieth 
and fortieth years. The youngest patient was 5 years 
of age and the oldest 65 years. Jones and Morgan 
believe that the majority of these cases are produced 
by osteogenesis of avulsed periosteum which es- 
capes into the muscles and continues to grow. 
Grawitz and Solmon attribute the condition to an 
inflammatory process. 

Binnie cites two theories; (1) the organization of 
blood clot followed by ossification, and (2) the 
transplantation of a periosteal flap. He believes 
that the latter theory is correct and states that 
it is substantiated by the experimental work of 
Berthier. 

Finney reports 6 of his own cases and reviews the 
literature up to 1909. He suggests that the injuries 
are inflicted tangentially, usually on the front of the 
thigh, and the resulting condition is due to the 
outgrowth of periosteal transplants. Most French 
and German observers agree with this view. Myosi- 
tis ossificans must be differentiated from contu- 
sions, hematoma, myositis, periostitis, osteomyelitis, 
exostosis, syphilis, gout, and sarcoma. Finney 
warns against too early operation because there is 
likelihood of spontaneous shrinkage and degenera- 
tion. 

Coley also discusses the differential diagnosis from 
sarcoma of the bone, and both Coley and Finney 
state that sarcomata are apt to be at, or near, 
the epiphysis, are soft and yielding to pressure, and 
increase steadily in size while myositis ossificans 
is usually in the middle of the shaft, hard on pal- 
pation, and tends to decrease after the period of 
growth. 

In Morley’s opinion myositis ossificans is due to 
the migration of osteoblasts into adjacent contused 
muscle and blood clot after destruction of the peri- 
osteum and loss of its function as a limiting mem- 
brane to the growth of bone. He suggests as treat- 
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ment the repair of the denuded periosteum with a 
fascial transplant. 

In conclusion Painter states that neither periosteal 
transplantation nor osteoblastic migration can ex- 
plain all cases; in all probability one of the following 
corrective factors is necessary in addition: first, 
retrograde changes when there is no antecedent 
trauma; second, repeated slight traumatism; and 
third, violent trauma. R. S. Rercu, M.D. 


Steward, F. J.: Acute Infective Arthritis. Brit. 
M.J.; 1921, 4, 927. 

Infection causing acute arthritis may be trans- 
mitted to the joints from the exterior, through a 
wound, by extension from _ neighboring parts, 
especially from inflammation of bones, by metas- 
tasis from infected areas in other parts of the body, 
and through the blood in general septicemia. 

In acute infective arthritis the synovial mem- 
brane bears the brunt of the attack. If suitable 
treatment is applied during the early stages and 
before other joint structures, such as the cartilage, 
bone, and ligaments, are involved, recovery is 
usually complete. If the process continues, the joint 
is converted into an abscess cavity and destruction 
of the structures adjacent to the synovial mem- 
brane occurs. Treatment during this stage cannot 
at best prevent partial or complete ankylosis. Dis- 
location may occur as a result of injury to the 
ligaments. 

Emphasis is placed on the fact that the synovial 
membrane is able to deal with infections even more 
efficiently than the peritoneum. 

Experience during the recent war demonstrated 
that complete removal is the best method of treating 
joints infected by foreign bodies or missiles. The 
joint surfaces should be cleansed and the synovial 
membrane allowed to perfect the cure. Assistance 
to this membrane in the exercise of its function may 
be given by: (1) evacuating the pus, (2) keeping the 
limb at rest by the application of splints with 
extension, and (3) injecting antiseptics into the 
joint. Two per cent formalin in glycerin and ether 
have been advocated for this purpose. 

Three cases of arthritis of metastatic origin in 
children are reported. These patients were treated 
by the method described by the author and all 
recovered. In two cases function was completely 
restored. The other patient is still under treatment. 
In each case the aspirating needle was used to con- 
firm the diagnosis. In the author’s opinion there 
need be no hesitation in employing this procedure to 
reach an early diagnosis. 

A fourth case reported was a case of joint infection 
due to streptococcic infection in a neighboring bone. 
Amputation of the leg was necessary on account of 
the virulence of the organism and the patient’s 
serious condition. 

Another clinical type of infectious arthritis is that 
in which the diagnosis is not so simple as in the 
other cases described. This might be called “quiet 
arthritis” as there are no acute symptoms and no 
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pus formation. The condition is often unsuspected 
until the patient is convalescent, when some joint, 
usually the hip, may be found disorganized and 
fixed, and perhaps also dislocated. 

MEkrte R. Hoon, M.D. 


Bloch, R.: Coxa Vara in the Infant and the 
Adolescent (La coxa vara chez l’enfant et chez 
Vadolescent). J. de chir., 1921, xviii, 1. 


Following a short historical sketch, coxa vara is 
defined as a deformity characterized principally, but 
not entirely, by descent of the head of the femur. 
The cervico-epiphyseal angle is decreased to a right 
angle or even less, but in a few cases is greater than 
normal. In complex cases the neck is bowed forward 
and twisted on its longitudinal axis as though a 
forced hyperextension had occurred while the head 
of the femur was secure in the acetabulum. The 
head of the femur is usually more or less deformed or 
deviated, the cartilage on the medial aspect having 
disappeared. The epiphyseal cartilage is thickened 
or deviated, the greater trochanter is exuberant, the 
acetabulum is elliptical with its long axis vertical, 
and the pelvis on the affected side is somewhat 
atrophied. The internal architectural modifications 
of the bone are found to conform to Wolff’s law, 
according to which the internal structure so modifies 
itself as best to resist the body weight. 

Three forms of coxa vara are differentiated: juxta- 
trochanteric, medio-cervical, and juxta-capital coxa 
vara. The first type is that which is most common 
in infants. The bending occurs near the trochanters, 
the epiphyseal cartilage being as a rule little affected 
except that it becomes more horizontal, a change 
which explains in part the tendency of the process 
to correct itself through subsequent growth. 

The first case reported by the author to illustrate 
juxta-trochanteric coxa vara was that of an infant 
22 months old who developed a waddling gait. 
The X-ray showed that the joints were normal ex- 
cept that the femoral necks were horizontal. Cor- 
rection occurred spontaneously while the child was 
kept at rest in bed during the following two months. 
The second case was that of a 17-year-old boy whose 
symptoms first appeared when he began hard labor 
at 15 years of age. These consisted of intermittent 
pains in the hips, fatigue of the legs on slight ex- 
ertion, and difficulty in rising to the standing posi- 
tion from the squatting position. Rest in bed was 
not prescribed and little improvement has been 
noted. 

The second form of coxa vara, the medio-cervical 
type, is that found in children about 10 years of age 
and frequently confused with fracture. In this type 
there is atrophy of the neck which seems to be fis- 
sured vertically, the femoral head is lowered, the neck 
is curved backward, the epiphyseal line is vertical 
and in the form of an inverted Y. This is a grave 
form as subsequent growth tends to augment the 
deformity. One case reported to illustrate this form 
was that of a child 6% years of age whose father and 
two brothers had a waddling gait due to weakness 
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of a hip. The child presented the signs of rick- 
ets, had always been thin and frail, and began to 
limp and complain of fatigue at 2 years of age. The 
left leg was 1 cm. shorter than the right leg and 
abduction was limited. The X-ray showed that the 
left femoral head was horizontal and separated from 
the neck by a clear space in the form of an inverted Y 
(false fracture) and that the head was subluxated 
downward. The right femoral neck also was hori- 
zontal and showed the bird-beak profile. Two 
years later, when the child had almost normal 
function, the X-ray showed that the right side 
was practically unchanged, but on the left the 
femoral neck formed an acute angle with the dia- 
physis and the head was separated from the neck 
by a clear vertical line, the inverted Y aspect having 
disappeared. 

The second case of medio-cervical coxa vara was 
that of a child 4 years of age which, at 21 months of 
age, developed a limp. The limp disappeared during 
rest in bed for three weeks but reappeared when the 
child was 30 months of age. Decided traces of rick- 
ets were found. Abduction, internal rotation, and 
extension were limited. The right leg was 114 cm. 
shorter than the left but the femurs were about 
equal in length. The X-ray revealed a break in con- 
tinuity at the trochanteric end of the femoral neck on 
the right side which showed coxa vara. On the left 
side there was a mild degree of coxa vara and the 
epiphysis was more horizontal than normal. The 
right leg was abducted to 80 degrees, some crepita- 
tion being noted at first, and a cast applied. Two 
months later the X-ray showed the same aspect on 
“4 right side and an increase of the deformity on the 
elt. 

The third form of coxa vara, the juxta-capital 
type, is the typical coxa vara of adolescents described 
by Kocher. The lesion occurs at the level of union 
with the neck of the already formed femoral head 
(epiphysiolysis). The head, flattened and vertically 
elongated, slides down on the yielding juxta- 
epiphyseal region of the neck until, in some cases, a 
space is shown by the X-ray between the upper bor- 
der of the head and the upper border of the acetab- 
ular cavity. The lower border of the head may be 
in contact with the lesser trochanter. Subsequent 
growth elongates the neck horizontally instead of 
correcting the deformity. Redressment by traction, 
however, is relatively easy. 

Acase reported to illustrate juxta-capital coxa vara 
was that of an athletic youth 17 years of age who, 
without any severe injury or other apparent cause, 
developed a waddling gait, became unable to flex the 
thighs to any extent, and stood and walked with 
marked external rotation of the thighs. The right 
leg was 2 cm. shorter than the left. On the left side 
there was spontaneous flexion of about 45 degrees 
and abduction between 30 and 4o degrees. On the 
right side flexion and abduction were impossible. 
The upper part of the right thigh was atrophied. 
Under chloroform anesthesia abduction of 30 de- 
grees was obtained on both sides by cautious passive 


movements of circumduction. A cast was then ap- 
plied and worn for two months. At the end of that 
time the X-ray demonstrated that the left hip was 
almost normal, but the right still showed epiphyseal 
displacement. On the left side flexion equaled 90 
degrees and abduction 45 degrees. On the right side 
there was ankylosis. Four and one-half months later 
the patient was able to walk well, but could sit down 
only with difficulty. On the left side all motions were 
ample; on the right side there was flexion of 15 de- 
grees but abduction was almost nil. The right leg 
was held in pronounced external rotation, and an 
atrophy of 4 cm. still persisted. 

A troublesome complication of coxa vara is patho- 
logic fracture. In one case reported this occurred when 
the patient slipped, and in another, when an attempt 
was made to reduce what was supposed to be a dis- 
location of the hip. Both fractures healed readily in 
casts. 

The author states that he does not give unquali- 
fied support to the traumatic or the static theories 
of the etiology of coxa vara and in this connection 
cites the case of a child of 8 years who was treated 
by bed-rest during the entire development of the 
disease, a period of eighteen months. The process 
began as an area of decalcification in the neck of the 
femur and advanced to the typical deformity of 
the mid-cervical type. 

The principal conditions from which coxa vara 
must be differentiated are fracture of the femoral neck 
and separation of the epiphysis. These are excluded, 
however, by the typical X-ray picture of coxa vara, 
the absence of severe trauma with immediate ina- 
bility to use the limb, reductibility with crepitation, 
and the absence of X-ray evidence of displacement 
of fragments and epiphyseal separation. Other 
conditions to be differentiated are arthritis, con- 
genital dislocation, and habitual dislocation of the 
hip. 

The treatment consists of rest in bed with con- 
tinuous extension. Later, when the process is no 
longer active, subtrochanteric osteotomy may im- 
prove the motion of the joint. 

Joun W. Brennan, M.D. 


FRACTURES AND DISLOCATIONS 


Tavernier, L., and Jalifier, A.: The Pathologic 
Anatomy and Treatment of Recurring Dislo- 
cations of the Shoulder (Anatomie pathologique 
et traitement des luxations récidivantes de l’épaule). 
Rev. d’orthop., 1921, viii, 275. 

The authors state that when cases of recurring 
dislocation of the shoulder joint are treated by 
simple denudation of the capsule and plication with- 
out opening and exploring the joint cavity it is 
impossible to secure permanent results. In this 
connection they report two illustrative cases. 

CaAsE 1. The patient was a well-developed man 
37 years of age whose shoulder was first dislocated 
by trauma six months previously. Since then there 
had been seven or eight other dislocations. Reduc- 
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tion was always easy. No osseous lesion was shown 
on X-ray examination. Operation with wide opening 
of the capsule disclosed a large recess in the capsule 
extending in front of the glenoid cavity along the 
anterior surface of the scapula to a depth of about 
3 or 4cm. This was closed off by means of strong 
catgut sutures including the border of the labrum 
glenoidale. The capsule and skin wound were then 
closed. There has been no recurrence during the 
past three years. 

CAsE 2. The patient was a well-developed man 
of 38 years. The first dislocation of the shoulder 
occurred two years previously as a result of violent 
trauma. One year later an operation was performed 
following the seventh dislocation. After this opera- 
tion, however, the dislocation occurred as easily 
as before. At a second operation a lax capsule was 
found. The tendon of the subscapular muscle was 
poorly developed and appeared to have been torn, 
the ends uniting subsequently with the capsule. 
The antero-inferior portion of the labrum glenoidale 
was loose and hanging in the cavity. A recess in the 
capsule extending antero-internally to a depth of at 
least 4 cm. communicated with the joint cavity be- 
low. The recess was closed with three sutures in- 
cluding the labrum glenoidale, and the capsule then 
closed. The subscapular tendon was repaired with 
catgut sutures. To date, after one year, there has 
been no recurrence. Joun W. Brennan, M.D. 


Henderson, M. S.: Habitual or Recurrent Dis- 
location of the Shoulder. Surg., Gynec. & Obst., 
1921, XXXII, I. 

The author discusses the essential factors involved 
in the mechanism of recurring dislocation of the 
shoulder. The primary dislocation causes a tear in 
the capsule in the weakest and most lax region; that 
is, at its anterior portion. This area is not support- 
ed by the tendinous insertions of muscles for 
above it is the subscapularis and below it are the 
few fibers of the triceps which have their origin 
from the glenoid margin. The supraspinatus and 
infraspinatus tendons may be torn at the first 
luxation and as true tendon is always replaced by 
scar tissue the repaired tendons may stretch. The 
insertion of these muscles may be actually torn off 
and relaxation and loss of tone may ensue so that 
the head of the bone is just a trifle lower than it 
should be. 

When the arm is in the position in which most of 
the dislocations occur, namely, abduction above the 
level of the glenoid fossa and slightly foward, 
the supraspinatus and infraspinatus do not have 
their normal tension and therefore allow the head 
of the bone to be a little lower than normal. At the 
same time the teres major, the latissimus dorsi, and 
the pectoralis major all tend to pull the head into the 
glenoid fossa and also downward and _ forward. 
The supporting action of the subscapularis is gone 
as the slightly abnormal lew position of the head of 
the bone puts the muscle on the upper half of the 
head of the bone in the position it now occupies. 
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The head is thus thrust against the weak area in 
the capsule below the subscapularis, and as the 
powerful latissimus dorsi, teres major, and pectoralis 
major contract, the head slips on the edge of the 
glenoid margin, bulges out the capsule, and glides 
up usually to a subcoracoid dislocation. 

In the cases reported, 25 in all, the average age was 
28 years. There were 20 males and 2 females. The 
cases were equally divided as to the side involved. 
Trauma was mentioned as the initial cause in every 
case but 1. Only 2 of the patients were epileptics. 
Nineteen were operated on. In 3 cases the operation 
was performed so recently that the end-result is still 
unknown. The operation was a capsulorrhaphy. 
Seven patients (43 per cent) were cured; 4 patients 
(25 per cent) were decidedly benefited, that is, 
have had very few dislocations since and are 
satisfied with the result: and 1 (6 per cent) was 
benefited. Three operations (18 per cent) were 
failures. One patient (6 per cent) has not been 
traced. The first two groups of successful opera- 
tions were performed on 11 patients (68 per cent). 


SURGERY OF THE BONES, JOINTS, MUSCLES, 
TENDONS, ETC. 


Skinner, M.: On the Surgery of Bones and Joints, 
with a Description of New Operative Technique. 
South. M. J., 1921, xiv, 558. 


The author states that it is important to consider 
the deformities in acute arthritis, recent fracture, 
traumatic joint, and diseases of the nervous system 
as part of the ultimate pathology. Every arthritis 
or penetrating joint wound is a potential deformity. 
Proper treatment implies splinting in a position 
exactly opposed to the position the joint takes when 
it is inflamed. Usually the latter is a poor one in 
regard to function. The prime consideration in the 
treatment of arthritis is to guard against deformity 
by proper splinting. The hip should be fixed in 
slight abduction and extension, the knee in full 
extension, the ankle in dorsiflexion, and the wrist 
in hyperextension. 

In the operative treatment of old dislocation of 
the elbow the chief difficulties are avoidance of the 
ulnar nerve and preservation of a field which allows 
accurate manipulation and replacement of the 
joint without injury to the coronoid and olecranon 
processes of the ulna. The operation described 
by the author seems to answer these requirements 
and to be without the disadvantages of other pro- 
cedures. 

The incision, which is slightly S-shaped, begins 
about 34 in. above the olecranon at a point midway 
between the olecranon and the humerus and passes 
downward and forward to a point just below the 
radial neck. The joint capsule and fibrous tissues 
are freely incised and dissected back from around the 
head and neck of the radius. The neck of the radius 
is divided and the head removed. The field is then 
much enlarged and ready access may be had to the 
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olecranon fossa and the articular surface of the 
humerus. The fibrous tissue is excised and the joint 
reduced. The joint should go through its full range 
of motion. The elbow is then flexed to a point 60 
degrees from the straight and the forearm fully 
pronated. In this position, the capsule, soft parts, 
and skin are sutured. Voluminous dressings are 
applied, the tourniquet is removed, and the elbow, 
arm, and forearm are encased in a light plaster cast 
with a large fenestrum over the posterior surface of 
the elbow. At the end of eight or nine days the arm 
is released from the cast and the patient encouraged 
to move the joint actively. If full movement has 
not returned in two months, passive movement 
under anesthesia is necessary. 

The author’s technique for arthroplasty of the 
hip is as follows: 

1. Reflect a U-shaped flap from the external as- 
pect of the thigh over the hip joint, the base of the 
U being over the great trochanter. Make a 2-in. 
incision from the base of the U. Extend the in- 
cisions through the fascia lata. 

2. Pass a Gigli saw behind the muscular attach- 
ments of the great trochanter and divide the bone 
obliquely downward. 

3. Approach the joint by reflecting the flap con- 
taining the fat and fascia upward and turning the 
great trochanter up. 

4. Identify the capsule, incise it, and strip it back 
well on the ilium. 

5. With a large bone chisel, sever the femur from 
the ilium, with care that the line of incision is in the 
line of the joint and not through the neck of the 
femur. 

6. Flex and adduct the thigh and dislocate the 
femoral head. Excellent exposure is obtained. 

7. Ream out the acetabulum and fashion the 
femoral head so that when the joint is reduced it will 
move freely. 

8. Dissect up the two outer glutei from their 

point of insertion into the trochanter, perforate the 
muscle flap at its base, thread the great trochanter 
through this perforation, and allow the two glutei 
muscles to drop naturally between the bones. Secure 
the flap in position with interrupted sutures, and 
secure the great trochanter in place by suturing its 
margins or nailing it. Close the skin and extend the 
extremity. Place the patient in an abduction frame 
with traction or in a plaster cast. To prevent po- 
tential deformity which would be eversion and out- 
ward rotation of the femur, rotate the femur inward 
and fix it in this position. In ten days begin massage 
and very gentle passive and active motion. Allow 
attempts at weight-bearing in six or seven weeks. 
If necessary, secure greater range of motion later 
by manipulation under anesthesia. 
_ Skinner cites a case of tuberculosis of the ankle 
in a girl of 15 who had worn a cast for eighteen 
— The operation performed was as fol- 
ows: 

With the foot in equinus position an incision was 
made through the skin and soft tissues from a point 


3 in. above the articular line of the joint to 2 in, 
below it. With a twin saw, a gutter 234 in. long 
was made in the tibia and a similar gutter 34 in. long 
in the astragalus. A hole was bored in the neck of 
the astragalus in the same line. A bone graft from 
the other leg was then inserted into the hole and the 
upper end mortised into the tibial gutter with gentle 
taps of the hammer. 

The first X-ray examination made six weeks later 
showed the graft uniting. Three months later the 
patient was able to walk. This operation should be 
done under most rigid asepsis. 

The different operations described are shown by 
several illustrations. Frank G. Murpuy, M.D. 


Stoffel: Indications and Technique for Osteotomy, 
Osteoclasis, and Redressment (Indikation und 
Technik von Osteotomie, Osteoklase und Redresse- 
ment). Verhandl. d. Kong. d. deutsch. orthop. Ges- 
sellsch., 1921, v. 18. 


The plan of treatment must be adapted to the 
general disease, the progress of the condition, and the 
patient’s social status. The treatment of the bone 
should not be the cause of injury to other organs. 
The general treatment is very important. In the 
florid stage an expectant attitude should be main- 
tained as far as possible and during the night the 
bone should be splinted. The soft bones of the 
small child should be let alone as much as pos- 
sible. After the disease has run its course, opera- 
tion is harmless and the results are much more 
certain. 

Osteotomy is the most favored procedure but in 
certain cases epiphyseolysis, redressment, and 
osteoclasis may be indicated. Osteotomy should 
always be linear, the wedge-incision not being 
necessary. Open osteotomy offers important ad- 
vantages. The bone should be well chiseled through 
so that the lamella on the convex side may be 
fractured with ease. The lengthening of the soft 
parts must not be forgotten; for example, the tendon 
of Achilles should be lengthened by an open plastic, 
and after the bone has been chiseled through and its 
axis has been corrected, the tendon should be sutured 
to the proper length. When there is marked de- 
formity of the tibia, multiple osteotomy at one 
sitting may be done. In such cases the bone should 
not be cut through entirely but should be nicked 
in two or three places, chiseled, and then broken. 

Wirth (Z). 


Henderson, M. S.: Autogenous Bone Transplan- 
tation. J. Am. M. Ass., 1921, lxxvii, 165. 


The author’s study is based on the records of 413 
patients on whom bone transplantation had been 
performed at the Mayo Clinic between January 1, 
1913, and January 1, 1921. Operations were per- 
formed on 166 patients for tuberculosis of the spine 
and on the remaining 247 for non-union. 

Of the 166 patients with disease of the spine, 66 
(50 per cent) of the 132 traced may be said to be 
cured as they have been able to take up some form 
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of work and are earning their living. Twenty-nine 
patients (21.9 per cent) were improved and 22 pa- 
tients (16.66 per cent) were unimproved. Three 
patients died, an operative mortality of 2.26 per cent. 
One died of pulmonary embolism on the fourteenth 
day and 2 died of tuberculous meningitis about the 
fourth week after the operation. Twelve patients 
(9.09 per cent) died later, practically all of dissemin- 
ating tuberculosis. 

There were only 4 cases of infection (2.4 per cent), 
which is remarkable as each patient had two large 
incisions. Two of these infections were due to the 
rupture of tuberculous abcesses through the incision. 
Bone grafts were lost in 2 cases. In a few instances 
devitalization of the skin over a prominent kyphos 
caused an ulcer. The graft was fractured in 4 cases 
and in 2 cases a second operation was done. Occa- 
sionally one end of the graft came loose because the 
graft was put in under tension. A curved graft which 
can be obtained from the flat internal surface of the 
tibia is now used when the curve is considerable. 
Beef-bone screws are used when possible to fasten 
the graft to the spinous processes. The operation is 
distinctly beneficial to adults but is rarely advised 
for children. , 

Two hundred and twenty-three patients who had 
had bone grafts for ununited fractures were traced 
Of these operations 177 were successful (79.3 per 
cent), and 42 were failures (18.8 per cent). There 
were 4 deaths (1.7 per cent). Three deaths were 
due to influenza and 1 to cerebral embolism. The 

,massive graft has given the best results. In this 
method a large graft is used and its cancellous 
tissue is placed against the cancellous tissue of 
the fragments. These layers are rich in osteo- 
blasts. 

Infections in patients operated on for ununited 
fracture ran much higher than in the spinal cases. 
This can be explained on the ground that some of 
the patients were previously infected and many who 
had not been previously infected had been operated 
on and had much scar tissue. The latter were 
difficult to operate upon and considerable trauma 
was necessary during the precedure of loosening the 
fragments and getting sufficient exposure to carry 
out the bone-grafting operation. Two hundred and 
one patients were operated on who had not had in- 
fections previously, and of this number 20 (10 per 
cent) became infected. In 46 patients who had been 
previously infected there were 19 infections (43.4 per 
cent). Of the 39 infected cases the graft was lost 
in 15 but this does not necessarily mean that the 
operation was a failure. 

The bones giving the best results were as follows: 
tibia, giving the highest percentage of successes, 89.4 
per cent out of 95 traced cases; ulna, 81.2 percent. 
radius, 78.4 per cent; humerus, 67 per cent; and 
femur, 57.5 per cent. In difficult cases it is better 
to perform the operation in two stages, first expos- 
ing and freshening the end and then, about a week 
or ten days later, applying the bone graft if infection 
has not arisen. 
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Schaedel, W.: Meniscus Injuries (Ueber Menis- 
cusverletzungen). Muenchen. med. Wehnschr., 1921, 
Ixviii, 607. 

Following a review of the history of meniscus 
injuries the author describes the anatomical re- 
lations as a knowledge of these is essential for a 
proper understanding of the mechanism of such 
injuries. He calls attention to the fact that the 
medial meniscus is attached not only to the capsule 
all around but also, unlike the lateral meniscus, to 
the ligament of the corresponding side (ligamentum 
collaterale tibiale). Mobility of the medial meniscus 
is of greater importance than mobility of the lateral 
meniscus as the axis of rotation falls through the 
lateral half instead of the middle of the joint and, as 
sudden lateral rotation occurs much oftener than 
medial rotation, the medial meniscus is injured more 
frequently than the lateral meniscus. 

The author found the lateral meniscus involved 
in only 2 of 19 cases. The injury may occur through 
hyperextension, movements of rotation in the flexed 
position, pressure, and reflex extensor movements. 
Medial rotation is dangerous for the lateral meniscus 
and lateral rotation is dangerous for the medial 
meniscus. 

The clinical symptoms consist in tenderness on 
pressure in the region of the involved joint (a 
characteristic pressure point is 2 to 3 cm. from the 
patellar tendon), inability to extend the knee 
completely, swelling of the joint, and dislocation of 
the meniscus. In the differential diagnosis movable 
bodies and the pinching of fat tags (Hoffa) may offer 
difficulties. 

The treatment generally demands surgical pro- 
cedures. Of the 19 cases reviewed 15 were operated 
upon through either an anterior or a posterior 
longitudinal incision. The posterior incisions were 
placed at the border of the popliteal space in front 
of the attachment of the muscle. Only the injured 
and dislocated parts were removed. In general, 
the results were good. PLENz (Z). 


Patel: The Results of Extensive Knee Resections 
in War Surgery (Des résultats de la résection large 
du genou en chirurgie de la guerre). Bull. et mém. 
Soc. de chir. de Par., 1921, lxvii, 619. 


Up to the time of the war it was generally believed 
that amputation was preferable to extensive knee 
resection involving shortening of the limb exceeding 
1o cm. During the war, however, the final results 
in many cases of extensive knee resection were 
studied. 

Patel has traced nineteen patients on whom he 
performed resections of the knee for war wounds in 
1917 and 1918. In each case the resection exceeded 
8 cm. Three of these patients died later from in- 
fluenza. Of the remaining sixteen, three subsequent- 
ly had a secondary amputation and thirteen have 
recovered. In two cases the shortening is 8 cm., in 
one, 9.5 cm., in one, 11.5 cm., in three, 12 cm., and in 
four, 14 to 18cm. These patients are unable to walk 
without the aid of prosthetic appliances. 
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The cases in which extensive resections were done 
were principally infected articular fractures or knee 
resections followed by non-union and sepsis. 

X-ray examination some months after union in 
cases of resection of the knee reveals interesting 
anatomical changes; the tibial plateau is thickened 
and the femur shows bone stalactites and is en- 
sheathed by two lateral bony projections which 
suggest two femoral condyles grafted to the upper 
extremity of the tibia. A most remarkable bone 
adaptation results which assures solidity of the new 
ankylosis and constitutes further proof that in a 
young person the osseous system is constantly 
changing and that when infection is arrested osteo- 
genesis continues. 

Radiographs taken two years or more later show 
complete fusion of the two bones, the femoro-tibial 
mass being thickened throughout its entire extent. 
This is the end-result. W. A. BRENNAN. 


Koenig: Operative Exposure of the Ankle Joint 
(Operative Freilegung des Fussgelenkes). Zentralbl. 
f. Chir., 1921, xlviii, 668. 

Partly because of the mutilating character of the 
usual incisions for exposure of the ankle joint (cutting 
the extensor tendons or important ligaments), and 
partly because the exposure obtained by these 
incisions is insufficient, the author has been operat- 
ing since 1905 as follows: 

Beginning just back of the internal malleolus, 
the incision is continued upward, parallel to, and in 
front of, the Achilles tendon and then about 4 cm. 
above the malleolus is turned forward across the 
surface of the tibia and at its anterior edge obliquely 
downward and forward, outlining a tongue-shaped 
flap. This incision is then made through the 
periosteum and an oblique osteotomy of the tibia is 
performed through the upper transverse incision 
into the talocrural joint. The incision is then con- 
tinued downward through the joint capsule and in 
the direction of the median border of the tibialis 
anticus, a finger-breadth below the tip of the malleo- 
lus. This having been done, the large flap of bone 
and soft parts is turned downward and backward. 
Following the operation the flap is fastened in place 
again with wire sutures or nails. 

The author has used the method in five cases of 
subcutaneous injury, and twice in the performance 
of an arthrodesis of the ankle joint. Exposure during 
the operation and the subsequent healing were good. 
A disadvantage of the method consists in the fact 
that the surgeon is unable to get at the lateral 
joint surfaces of the tarsus. For this, a curved 
incision forward from the fibula is necessary. 

(Z). 


Schulz, O. E.: A Tendon Plastic on the Foot (Zur 
Sehnenplastik des Fusses). Casop. lék. Eesk., 1921, 

lx, 277. 
To correct the abnormal position of the heel in 
deformities of the foot Schulz has devised a plastic 
tendon operation which holds the heel securely in the 


corrected position. In pes planus he endeavors to 
pull the calcaneus into supination and maintain it 
in this position. To this end, the tendon of the 
peroneus longus is cut at the sole, drawn out from 
its tendon sheath, and passed through the space 
between the deep muscles of the calf and the triceps 
sure to the medial side of the foot behind the medial 
malleolus. A canal is then formed between the 
plantar surface of the calcaneus and the ligamentum 
longum. Through this canal the cut tendon is 
drawn to the lateral surface of the calcaneus where 
it is secured with sutures to the periosteum of the 
calcaneus under tension, the heel being maintained 
in supination. Schulz performed this operation on a 
12-year-old child with paralytic flat-foot. 

For the correction of pes varus a similar procedure 
is suggested but so far the author has performed it 
only on the cadaver. To bring the heel into pro- 
nation, the tendon of the flexor of the great toe is cut 
at the level of the os naviculare and drawn out 
above the ligamentum lanciniatum. It is then 
drawn as before through the space between the 
deep muscles of the calf and the triceps sure to the 
lateral side of the leg and through the canal formed 
between the plantar surface of the calcaneus and the 
long plantar ligament to the medial surface of the 
heel bone where it is then fastened on the peri- 
osteum. 

For the correction of pes calcaneus a combination 
of both the procedures described is suggested. The 
tendons of the peroneus longus and of the flexor 
hallucis longus are drawn through the channel 
under the heel bone so that the tendon of the pero- 
neus may be sutured to the medial surface and the 
tendon of the flexor of the great toe may be sutured 
to the lateral surface of the calcaneus. The end of 
the tendon of the peroneus is sutured under tension 
to the tendon of the flexor of the great toe and that 
of the flexor of the great toe to that of the peroneus. 


'A sling is thus formed which tends to elevate the 


heel. It is still better to bore two canals through the 
heel bone, draw both tendons through, and then 
complete the operation as described. This pro- 
cedure has been used with good results by the 
author in a case of paralytic pes calcaneus. 

(Z). 


Straus, D. C.: A New Method of Treating Recent 
Fracture of the Os Calcis. J. Am. M. Ass., 
1921, lxxvii, 176. 

Fracture of the os calcis is rather common. In the 
great majority of cases it is due to a fall from a 
height. The os calcis is suddenly held rigid while the 
weight of the body is transmitted to the astragalus 
which acts as a wedge. The tuberosity of the os 
calcis is forced upward by the impact. As a result, 
the line of fracture usually extends downward from 
the concave articular facet beneath the wedge-shaped 
articular surface of the astragalus. Not only is the 
posterior fragment of the os calcis driven upward by 
the impact at the time of fracture, but it is held in 
this position by the constant tone of the Achilles 
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tendon. The latter presents the chief obstacle to 
reduction. The longitudinal arch of the foot gives 
way at the time of fracture, and traumatic flat-foot 
results. 

The reduction is effected on a Hawley table and 
under general ether anesthesia. A long Steinmann 
pin of the latest type, which screws together at its 
center, is used. After the upper surface of the body 
of the os calcis immediately in front of the Achilles 
tendon on the medial side of the foot has been pal- 
pated, the Steinmann pin is pushed through the 
skin from the medial to the lateral surface of the 
heel so as to avoid striking the posterior tibial 
vessels and so that it lies immediately above the 
body of the os calcis, anterior to the Achilles tendon, 
and extends an equal distance beyond each side of the 
foot. 

The Steinmann caliper is then applied to the pin, 
and downward traction is made by an assistant 
who stands at the end of the table. The reduction 
is effected in the usual manner. Any impaction pres- 
ent is broken up. The posterior fragment is drawn 
strongly downward while the anterior portion of the 
foot is forced downward and strongly inverted, 
counterpressure upward being made against the 
anterior fragment of the os calcis and the arch of the 
foot by means of an orthopedic block. The block 
aids also in correcting the median displacement of 
the astragalus. The foot is held in the corrected 
position, and sheet-wadding is applied from the 
knees to the toes. A plaster-of-Paris cast, reaching 
from the tuberosity of the tibia to the heads of 
the metatarsal bones, is then applied. While the 
cast is setting, continuous traction downward is 
maintained. 

The cast is left on for four weeks. It is then 
removed and passive motion, massage, and hot foot 
baths daily are begun. The patient is not allowed to 
bear any weight on the foot until the end of ten 
weeks. He is then fitted with an arch support, and 
begins to walk with the aid of crutches. 

The chief advantage of this method is that it 
permits continuous downward traction of the pos- 
terior fragment and upward pressure of the arch 
with the foot held in the proper position during the 
entire time necessary for the application and setting 
of the plaster cast. Lro C. DonneLty, M.D. 


ORTHOPEDICS IN GENERAL 


Osgood, R. B., Soutter, R., Low, H. C., Danforth, 
M. S., Bucholz, C. H., Brown, L. T., and 
Wilson, P. D.: ‘Fifteenth Report of Progress in 
Orthopedic Surgery. Arch. Surg., 1921, iii, 181. 


Tuberculosis. Albee’s spinal graft was used in the 
treatment of 100 out of 405 cases of tubercular spine 
observed at the Mayo Clinic. Two important points 
brought out by this study are that the cases 
should be properly selected and _ postoperative 
support and treatment are important until the active 
disease subsides. Calvé says the spinal graft is 
useless for the early stages in children but is in- 
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dicated in the cases of adults. Ely does not regard 
the operation as invariably curative; the mortality 
is by no means negligible. Doche, in a study of 140 
cases near Bordeaux, found the mortality high in 
those with infected sinuses and attributed the 
infections to unwarranted opening of abscesses. 
Portman states that suboccipital Pott’s disease is 
sometimes mistaken for mastoiditis. In the former 
the pain is slight but accentuated on movement 
of the head; in the latter it is severe but not in- 
fluenced by head movements. 

In cases of tuberculous abscesses Durante gets 
good results by injecting a hypertonic salt solution 
(2.5 per cent magnesium chloride) after evacuation 
to attract lymphocytes to the focus. Bier gives 
heliotherapy first place in the treatment of bone 
and joint tuberculosis. He considers the artificial 
sunlight lamp a good substitute for real sunlight. 
Ryer and Ernst of the Finsen Institute find the cool 
arc lamp better than the mercury lamp for this 
purpose. In the treatment of joint tuberculosis there 
is a general tendency toward painless motion without 
weight-bearing instead of rigid immobilization and 
more reliance than formerly is being placed on 
heliotherapy and other forms of radiant activity. 

Syphilis. Among the natives of Morocco, Lacapere 
and Laurent found syphilitic joint lesions fairly 
common. Roberts reports ro cases of Legg’s disease 
of the hip which improved under antisyphilis treat- 
ment. He believes they were due to hereditary lues. 
The literature on this subject impresses upon us the 
advisability of considering syphilis as a possible 
cause in all cases of obscure joint lesions. 

Rachitis. Defective digestion of fats instead of 
calcium deficiency is considered by Pereda to be the 
condition responsible for rachitis. Cow’s milk, which 
is richer in calcium than human milk, may cause 
rickets. Endocrine insufficiency is proposed as an 
etiological factor by Corominas, who suggests the 


‘use of epinephrin in the treatment. After treating 


twenty-four cases for four months with artificial 
sunlight lamps, Huldschinsky found that the bones 
appeared normal on roentgen examination. 

Poliomyelitis. In an epidemic in Uruguay the only 
efficacious treatment was intraspinal injection of 
convalescent serum. Rosenow has some evidence 
from animal experiments which prompts him to 
suggest that herpes zoster is due to an acute posterior 
poliomyelitis and that serum from a herpes patient 
will neutralize the virus of infantile paralysis. In 
the treatment of the residual paralysis Szulinski has 
obtained good results by substituting a strip of 
fascia for a paralyzed trapezius muscle, suturing 
one end to the second and third dorsal spines 
and the other through a hole in the spine of the 
scapula. 

For the treatment of flail shoulders Steindler 
finds arthrodesis more satisfactory than tendon 
transplantation. He does arthrodesis also for flexion 
contracture of the wrist, obtaining a hyperextended 
position and then doing tendon transplantation to 
get extension power in the fingers. The best efforts in 
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tendon transplantation seek to utilize muscles of the 
same general motor purpose to supplant the para- 
lyzed muscles: flexor for flexion, extensor for exten- 
sion. Itis wise also to follow the methods of Lorenz 
and Perthes, separating the tendon from the paralyzed 
muscle high up and uniting it with the strong muscle 
at a similar high level, thus preserving the gliding 
action. 

Spastic paralysis. In cases of spastic paralysis 
the peripheral nerve resection of Stoffel has many 
adherents on both sides of the Atlantic. The opera- 
tion seems to hold out some hope for the apoplectic 
cases as well as those due to trauma of the spine. 

Obstetrical paralysis. Sever maintains that opera- 
tion should not be done for Erb’s palsy until all 
possible improvement has been obtained by massage 
and muscle training. If necessary, he divides the 
tendons of the pectoralis major and subscapularis to 
obtain full external rotation and abduction. The 
lower arm type justifies early exploration of the 
brachial plexus. Taylor advocates this operation for 
all cases but Boorstein agrees with Sever. The bulk 
of the evidence points to a lesion of the brachial 
plexus as the cause of the paralysis. 

Cervical ribs. The symptoms of cervical rib—pain, 
pulsations, oedema, aneurism, gangrene, muscle 
atrophy, etc.—are more common on the left side, 
but are unilateral in 95 per cent of the cases. Rovsing 
removes the extra rib through a posterior incision 2 
cm. from the spinous process, thus avoiding hemor- 
rhage and nerve injury. 

Congenital dislocation of the hip. Tubby finds that 
in congenital dislocation of the hip the iliopsoas 
tendon sometimes constricts the capsule and forms 
an obstacle to reduction. After this tendon is 
divided and the constricted capsule is opened the 
head may be slipped into the acetabulum easily. 
In old cases in which reduction is impossible Lorenz 
and von Baeyer do a subtrochanteric oblique 
osteotomy and then force the upper end of the shaft 
upward and inward toward the acetabulum. This is 
said to give a stable weight-bearing hip but is appli- 
cable only to unilateral cases. 

Bone tumors. On the basis of a study of 250 cases 
of bone sarcoma, Coley emphasizes the importance 
of early diagnosis. In cases of deep and steadily 
increasing boring pain exploration is justified to 
determine the possible presence of a sarcoma. Al- 
though giant-cell sarcomata are not malignant, 
death occurred from metastases in 8 of Coley’s 40 
cases which were diagnosed as of that type by lead- 
ing pathologists. This shows the difficulty in 
determining the type. The percentage of cures 
lasting three years was 14 per cent in Coley’s clinic, 
8.2 per cent at the St. Bartholemew clinic, and 11.1 
per cent at the St. Thomas clinic. According to 
Moore’s roentgenological studies, metastatic car- 
cinoma of bone may be osteoclastic (honeycombed) 
or osteoplastic. The former usually comes from 
breast cancer and the latter from cancer of the 
prostate. The spine was found to be the most 
common site of honv metastases. 


Osteomyelitis. From an experience of 266 cases, 

Rost concludes that it is not necessary to open the 
bone in cases of subperiosteal abscess. In this he is 
supported by Starr, who warns against too radical 
surgery for acute osteomyelitis in children. Rather 
than run the risk of opening into healthy bone tissue, 
Vignard avoids operation and induces an abscess 
over the affected bone by applying a turpentine 
poultice. The results of this procedure have been 
gratifying. Gregoire has great faith in vaccines, and 
punctures the abscesses only to relieve tension. 
Gallie finds that in the old chronic cases radical 
measures are necessary. Mild sepsis seems to be a 
stimulant to osteogenesis. Pedunculated muscle or 
fascia flaps are of great aid in promoting rapid heal- 
ing. 
Osteochondritis. Kreuter, who examined 4 cases of 
Legg-Calvé disease of the hip at autopsy, believes the 
condition isa true deforming arthritis whichis primary 
in the joint cartilage, the changes in the shape of the 
femoral head being due to function. Scheuermann 
reports 105 cases of a spinal lesion which he believes 
is analogous to osteochondritis of the hip. 

Bone lesions in yaws. By means of the X-ray 
Maul demonstrated rarified areas in the bones of 
20 per cent of cases of yaws. These areas were 
elliptical, parallel with the long axis of the bone, and 
either central or cortical. All of the patients im- 
proved under treatment with potassium iodide and 
arsphenamin. 

Loose bodies in the knee joint. The presence of 
loose bodies in the knee joint is considered by Colvin 
to be due to infection rather than trauma. Aching 
precedes the severe pain and locking of the joint 
which occur only after the loose body breaks off and 
becomes free in the joint cavity. 

Willems’ treatment. In 18 cases of knee infections 
treated by active mobilization by Williams and 
Hetzel a stiff joint resulted in only 2 and resection 
was necessary in only 1. Of 16 similar cases in which 
the knee was not mobilized ankylosis developed in 4, 
amputation was necessary in 3, resection was 
required in 1, and good motion resulted in 1. 

Fractures. There is general consensus of opinion 
that the Thomas splint, used either alone or with 
suspension, is a valuable aid in the treatment of 
fractures of the lower limb. Bone grafting for 
fixation has been generally accepted, thin osteo- 
periostea! grafts being used for small bones and 
massive grafts with wide contact surfaces for the 
large bones. 

Peet finds in the literature 169 cases of central 
dislocation of the hip with fracture of the acetabu- 
lum. Reduction by pressure from within has been 
unsuccessful. Manipulation under anesthesia with 
subsequent fixation in full abduction gives the best 
results. Of 120 cases of fracture of the neck of the 
femur seen at the Mayo Clinic, only 26 were thought 
suitable for operation. The autogenous fibula graft 
gave the best results. For the fresh cases Campbell 
is enthusiastic over Whitman’s abduction method. 
He reports 116 cases. 
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With regard to fractures of the patella Hewitt 
holds that if the break is in the upper third, opera- 
tion is necessary, but if it is in the middle and there 
is no comminution, conservative treatment is suf- 
ficient. He states that refraeture through the old 
callus is common. 

Amputation stumps. The Italian surgeons have 
awakened enthusiasm over the cinematization of 
amputation stumps. The club motors seem to be 
more in favor than the skin-lined tunnels. With 
regard to amputations through the foot, it is 
generally agreed that the Chopart and Pirogoff 
methods should be abandoned. Orr favors the 
Lisfranc amputation, and Irwin the Syme amputa- 
tion, unless a good plantar flap can be saved. 

Recurrent dislocation of the shoulder. Ollerenshaw 
advocates the Clairmont method for the treatment 
of recurrent dislocation of the shoulder. A flap is 
made from the posterior edge of the deltoid, brought 
through a split in this muscle, and sewed to the 
anterior part. In this manner a sling is formed 
which passes around the head and neck of the hum- 
erus, contracts with the rest of the muscle when the 
arm is abducted, and serves to hold the head in the 
glenoid. W. A. Crark, M.D. 


Utgenannt, L.: The Treatment of Congenital 
Club-Foot from 1914 to 1918 and Its Results 
(Die Behandlung des angeborenen Klumpfusses 
von 1914-1918 und ihre Erfolge). Ziéschr. f. orthop. 
Chir., 1921, xli, 63. 

The modern treatment of club-foot is based on the 
teachings of Krauss, Wolff, and Lorenz. Of the 100 
cases treated at the Lange Clinic during the past 
four years, 94 were treated under anesthesia by 
“modeling redressment” during which, to prevent 
fracture of the malleolus, the lower leg was pulled 
taut in a fixation apparatus and in the more difficult 
cases of older children the Lange table with girdle- 
pull was used. 

If complete reduction is not obtained at first, the 
pes equinus often offers considerable difficulty. 
In such cases the foot should be placed in a plaster 
dressing for two weeks as the bones will then have 
become so soft that another attempt at manual 
redressment may be successful, especially if teno- 
tomy of the Achilles tendon according to Bayer is 
added. If the result is still not satisfactory or if 
spastic contractions develop, a wedge-shaped ex- 
cision of the calcaneus and cuboid is necessary. 
This was done in 6 per cent of the cases reviewed. 
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Marked medial rotation of the lower leg may 
indicate operative procedures such as transverse 
incision of the tibia. Genu valgum nearly always 
corrects itself under kinesitherapy. In only 2 per 
cent of the cases was it necessary to do a supracondy- 
lar osteotomy to prevent the development of flail 
joint. The plaster of Paris cast is applied with the 
patient lying supine, the knee bent at right angles, 
and the foot held by the toes and heel in as marked 
over-correction as possible. The cast should be 
padded with cellulose bandages held by adhesive, 
and during the next eight days the amount of padding 
should be varied according to the swelling and 
circulatory disturbances. 

If the result is satisfactory after fourteen days of 
rest in bed, an ambulatory splint-dressing may be 
applied with the foot as much as possible in over- 
correction, and for the next two months the patient 
may be allowed up and about. If the correction 
then obtained is found not sufficient, other redress- 
ments and plaster dressings must follow. The 
average duration of plaster-cast fixation is about 
four months. 

Complications of the redressment procedure 
consist of lacerations of the sole of the foot, which 
heal under treatment with tincture of iodine and 
sterile dressings; hematomata, which disappear 
when the part is elevated; cedematous swelling, 
which disappears when the cast and the deeper 
layers of bandage are cut; epileptiform seizures, 
which are influenced favorably by saline infusions, 
loosening of the bandages, and the administration of 
bromides; and decubitus from the plaster cast, 
which is not a rare complication and usually occurs 
on the big toe. 

In the after-care, special attention must be paid 
to the muscles, particularly the peroneal muscles 
and the dorsal flexors of the foot. Early removal 
of the cast is to be striven for. Following the 
removal of the cast, Lange’s external night splint 
and the club-foot retainer reaching to the tips of the 
toes and gripping the great toe snugly from the 
lateral side should be applied. Exercise is also 
essential. 

In the cases reviewed good standing function was 
obtained in 47 per cent (the extensor digitorum and 
peronei functioning well) and about mid-posture of 
the foot in 14 per cent. A tendency to recurrence © 
was present in 12 per cent; recurrence in 12 per cent; 
and over-correction to planovalgus in 15 per cent. 

Simon (Z). 


SURGERY OF THE SPINAL COLUMN AND CORD 


Feil, A.: Occipitalization of the Atlas and Con- 
genital Torticollis (Occipitalisation de l’atlas et 
torticolis congénital). Presse méd., Par., 1921, 
XXIX, 515. 

From the anatomical point of view there are two 
types of occipitalization of the atlas: the unilateral 
and the bilateral. 


In the unilateral type the first vertebra is fixed to 
the occipital bone by only one of its articulating 
processes and the sinking and atrophy are very 
— causing characteristic deviation of the 

ead. 

The occipitalized first cervical vertebra usually 
has a rotation movement about its vertical axis. 
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This fact of is importance in explaining certain clini- 
cal signs (rotation of the head). 

The occipitalization may be without complications, 
but quite often is associated with other malforma- 
tions such as hemivertebre, a reduction in the num- 
ber of vertebrz, and cervical spina bifida. 

The two anatomical forms have different clinical 
pictures. When in the bilateral form the fusion is 
effected symmetrically by the two lateral processes 
of the atlas, deviation of the head is absent or scarce- 
ly perceptible. It is rare, however, that the occipi- 
talization is exactly the same on both sides; union 
is more close on one side than the other and this 
difference causes a deviation of the head similar to 
that in the unilateral type. If the atrophy of the 
atlas is considerable, and especially if there is a 
welding of several cervical vertebra, as is frequently 
the case, decreased height of the neck will be evident; 
in some cases the syndrome of a numerical reduction 
in the number of the vertebre will be noted (ab- 
sence of a neck, low hairline, limitation of move- 
ments of the head). ; 

The unilateral type is the most interesting as it 
is manifested clinically by the most definite torti- 
collis. The head is inclined from the occipitalized 
side to a greater or less degree according to the 
gravity of the deformity. In certain persons the 
torticollis is very pronounced and, in addition to the 
deviation of the head, there is a movement of rota- 
tion similar to that of the most typical muscular 
torticollis. In others the deviation is less marked 
and the rotation is slight or absent. This torticollis, 
in spite of its bony origin, is not always absolutely 
fixed; it may become decreased or exaggerated 
transitorily. These variations depend nearly always 
on contraction of the antagonist muscles or, as de- 
termined in several instances by Bertolotti, on a 
true muscular torticollis which adds its effects to 
those of the osseous anomaly. 

In uncomplicated occipitalization flexion and ex- 
tension are usually normal and only lateral move- 
ment is restricted. These patients have trouble in 
moving their jaws; sometimes this difficulty is so 
great that it is impossible to make roentgenograms 
through the mouth. 

Kyphoscoliosis, a deviation of the upper end of 
the spinal column, is frequently, though not always, 
associated with occipitalization of the atlas. Also 
in the majority of cases of osseous torticollis, as in 
congenital muscular torticollis, there is craniofacial 
atrophy on the affected side. 

A point which is particularly characteristic is the 
age at which torticollis appears. As occipitalization 
of the atlas is congenital in origin, it would seem that 
the torticollis would be visible from birth. This is 
rarely the case; ordinarily no deviation is noted until 
between the sixth and tenth years, and sometimes 
later, when ossification of the skeleton is completed. 

This late appearance of the deviation of the head, 
its exaggeration during growth, the variations of 
torticollis when contracture of the sternocleido- 
mastoid adds its effects to those of the osseous 


anomaly, render the diagnosis from muscular torti- 
collis difficult. However, the following facts will aid: 

1. The deviations, and especially the rotation of 
the head, are generally more distinct and typical in 
muscular torticollis than in osseous torticollis. 

2. In osseous torticollis the sternocleidomastoid 
is not retracted but remains supple, while in con- 
genital muscular torticollis the sternocleidomastoid 
is replaced by a retracted fibrous mass. 

3. When the deformity of muscular torticollis is 
exaggerated easy movements are obtained and the 
spinal column appears to be supple, while in osseous 
torticollis the movements remain restricted laterally 
to a greater or less degree depending upon the degree 


_ of the deformity. 


4. Finally one must remember that a torticollis 
appearing immediately or soon after birth is usually 
due to congenital muscular torticollis and only rarely 
to congenital occipitalization of the atlas. 


Gaudier, H., and Swyngehedauw, P.: Surgical 
Treatment of the Costal Gibbus as an Aid in 
the Orthopedic Treatment of Scoliosis (Traite- 
ment sanglant de la gibbosité costale comme ad- 
juvant du traitement orthopédique de la scoliose). 
Rev. d’orthop., 1921, viii, 265. 

The costal gibbus of scoliosis is not due so much 
to the lateral deviation as to the rotation of the 
spinal column on its vertical axis. The ribs, fixed to 
the vertebral column at two points, participate in 
any movement of torsion of the spine and amplify 
it. Opposition to this movement by the sternal 
attachments causes acute angulation and flattening 
of the chest which reduce its capacity, mobility, and 
resiliency. Accordingly, it is very probable that the 
deformity is of great importance in rendering 
irreducible the vertebral deviation which caused it. 

Subperiosteal resection of portions of the most 
prominent angles of the ribs should be reserved for 
those stubborn cases in which the child has passed 
the age of puberty and the deformity has resisted 
all other methods of orthopedic treatment. This 
operation helps to correct the deformity and by 
increasing the mobility of the spine renders possible 
subsequent correction of the spinal deviation. 
Two cases treated by this method were the following: 

CasE 1. The patient was a girl 141% years of age 
who had had scoliosis for two years. Between 8 and 
10 cm. of the fifth, sixth, seventh, eighth, and ninth 
ribs on the affected (right) side were resected. 
Although after-treatment was prevented by scarla- 
tina which was contracted shortly after the operation, 
the deformity almost disappeared, the scapula, which 
previously was very prominent, resumed its normal 
position, and the correction was later completed 
by the wearing of a cast with pressure obtained by 
means of squares of felt. The X-ray now shows the 
ribs largely restored in continuity by periosteal 
regeneration. 

Case 2. The patient was 15 years of age. The 
deformity dated back several years but had become 
more pronounced during the past two years. The 
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gibbus of the ribs was irreducible either by suspen- 
sion or by flexion. Resection of portions of the sixth 
to the eleventh ribs was followed by uneventful 
convalescence, except for slight fever on the second 
day. Three weeks later the transverse processes 
which form the only prominences on the involved 
side of the thorax were slowly corrected by pressure. 
With regard to the technique of the operation the 
authors state that they make a large U-shaped skin 
flap with its base toward the back. In closing the 
wound allowance is made for temporary drainage 
and a Velpeau bandage is applied. In cases of mild 
kyphosis a cast is applied and pressure is exerted on 
the protruding parts through narrow windows. 
Joun W. Brennan, M.D. 


Harrenstein, R. J.: The Albee Operation in Tuber- 
culous Spondylitis (Ueber die Albeesche Opera- 
tion bei Tuberkuloeser Spondylitis). Nederl. 
Tijdschr. v. Geneesk., 1921, lxv, 2279. 


The implantation of a bone graft into the affected 
vertebra as a method of treating tuberculous spon- 
dylitis was first suggested by Albee. The tibial 
graft is wedged into the split spinous processes of the 
affected vertebrae and of those imtnediately adjoin- 
ing it above and below, the object being to secure 
healing through fixation. This procedure has been 
generally accepted. Effective immobilization is 
thereby obtained and the patient is able to be up 
and about early after the application of a plaster-of- 
Paris jacket or other temporary support. The opera- 
tion hastens the healing process, arrests the tendency 
to gibbus formation, and leads to cure. 

There are, however, contra-indications. In the 
presence of a kyphos the application of the graft 
might render the later correction of the deformity 
impossible. Therefore; in such cases conservative 
measures should be used before an operation is 
attempted. Such conservative methods have been 
employed by Waldenstroem of Stockholm. 

While the deformity may at times be partially 
corrected by the implantation, this is by no means 
always the case. A further contra-indication to this 
method is offered by the presence of an abscess an- 
terior to the vertebra. An abscess posterior to the 
vertebrae, however, did not deter Albee from the 
operation. Calot’s theory that the opening of a cold 
abscess is very dangerous is justified. 

A secondarily infected abscess and the signs of 
paraplegia are other contra-indications to the Albee 
procedure. 

Anesthesia is not always a simple matter in these 
cases. The induction of local anesthesia is difficult 
in the cases of young children. Old persons who have 
serious complications are best treated conservatively. 

Kocu (Z). 


Cobb, S., and Coleman, C. C.: The Course of 
Recovery Following Trauma of the Spinal 
Cord. Arch. Surg., 1921, iii, 132. 

The authors have made a study of the course of 
recovery following injury of the spinal cord in 
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twenty cases admitted to U. S. Army General 
Hospital No. 11. 

They noted that if no improvement was demon- 
strable in sixty days the outlook was unfavorable. 
Most of the patients who improved to any great 
extent began to show signs of recovery during the 
first forty days, and progressed rapidly during the 
next four months. Thereafter the condition re- 
mained comparatively stationary. 

It was found also from this study that it is often 
impossible to classify spinal-cord injuries clinically 
with reference to the extent of the cord destruction 
as signs indicating the resumption of cord function 
frequently appeared later in cases regarded at 
first as hopeless. In view of this difficulty in deter- 
mining early which are cases of complete anatomi- 
cal transsection and which are cases of oedema, 
hemorrhage, and compression superimposed upon 
an incomplete lesion, it does not seem justifiable 
always to delay operation when there appears to be 
complete physiological interruption. 

If operation is postponed until signs of recovery of 
cord function appear, additional damage to the cord 
may result. The residual condition then would be 
attributable in part to the failure to relieve the 
pressure effects by early decompression. Therefore 
it is probable that the conservatism in the treatment 
of severe cord injuries advocated by some surgeons 
should be modified. If the patient’s general con- 
dition justifies an operation and there is reasonable 
doubt as to whether or not the cord is completely 
divided, an effort should be made to reduce er to 
prevent the later disabilities by prompt exploration 
of the injured cord. 

FREDERICK CHRISTOPHER, M.D. 


A Discussion of the Differential 
Med. 


Lord, F. T.: 
Diagnosis of a Case of Spinal Tumor. 
Clin. N. Am., 1921, iv, 1799. 

Lord reports the case of a woman 43 years of 
age who presented an interesting, important, and 
difficult diagnostic problem. The opinions of forty 
physicians with regard to the case are considered in 
the discussion. At the onset of her illness twenty- 
two months before, the patient stumbled and fell and 
had difficulty in raising her feet over the curbing. 
As the disturbance progressed there was increasing 
stiffness in the legs and ultimately such disability re- 
sulted that the patient was unable to stand with- 
out support. 

Early in the course of the disturbance there was 
numbness with loss of pain and temperature sense 
in the left foot which gradually extended until 
almost all of the left leg became involved. On the 
right side numbness was confined to the region 
between the toes and the inner aspect of the leg. 
There was no history of pain but complaint was 
made of an uncomfortable dull ache in the upper 
lumbar region, a sense of constriction about the 
abdomen, and occasionally involuntary detzcation. 

At examination the left pupil was found to be 
larger than the right. The deep reflexes of both 
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upper extremities were somewhat increased. The ab- 
dominal reflexes were absent. Both knee and Achilles 
jerks were exaggerated, the right knee jerk being 
greater than the left. Ankle and patellar clonus was 
present on both sides, the ankle clonus being greater 
on the right. The Babinski reflex was present on the 
right side only. At the first examination two months 
after the onset of the condition there was dissocia- 
tion of sensory perception in the lower extremities, 
the sense of touch being everywhere unimpaired, 
while pain and temperature sense were diminished 
throughout the left leg, the left thigh, and the left 
gluteal region. Finally there was impairment of 
touch in both lower extremities and in the trunk as 
far upward as the lower border of the thorax and 
almost complete loss of temperature and pain sense 
on both sides as far upward as the nipples in front 
and the angles of the scapula behind. The gait was 
staggering and spastic. Motion of the legs was 
impaired, the flexors and extensors of the right leg 
being weaker than those of the left. 

The Wassermann test on the blood and spinal 
fluid was negative. The spinal fluid showed eight 
cells with positive protein tests. The X-ray examina- 
tion was negative. 

In the discussion the importance of determining 
the evolution of symptoms in diagnosis in general 
and in neurological problems in particular is em- 
phasized. Twenty of forty physicians regarded the 
condition as due to syphilis, thus by implication 
indicating a lack of faith in the reliable exclusion of 
syphilis by clinical and laboratory methods. The 
condition was diagnosed as a disturbance of the 
motor pathway by ten physicians, as ataxic para- 
plegia by seven, as tabes by six, as spinal tumor by 
five (two of whom recommended operation), as 
multiple sclerosis by three, as syringomyelia by 
three, as cerebrospinal or spinal syphilis by three, as 
syphilitic myelitis by two, and as a syphilitic growth 
by one. 

The combination of symptoms, however, was 
almost wholly compatible only with syringomyelia or 
compression myelitis. Of the various possible causes 
of compression, the most probable was a slowly 
growing tumor. The clinical diagnosis was: (1) 
tumor of the cord (medullary) or (2) syringomyelia. 


SURGERY OF THE 


Ney, K. W.: The Technique of Nerve Surgery. 
Ann. Surg., 1921, Ixxiii, 37. 

During fourteen months in an army hospital the 
author had 1,500 peripheral nerve cases under his 
care. Three hundred of these were operated upon. 

Local anesthesia was used in every case, the line 
of incision being carefully injected and the operative 
area being deeply infiltrated with 1 per cent no- 
vocaine solution containing 15 drops of adrenalin 
solution (1:1,000) to each 30 c.cm. This, in great 
measure, eliminated the oozing and hemorrhage 
usually present in the scar-invaded area. 


At operation Mixter found at the level of the fifth 
dorsal vertebra an irregularly lobulated tumor 
(fibrosarcoma) which was free except at the point of 
exit of the fifth right dorsal root. The dural sheath 
of the latter probably represented the site of origin 
of the growth. 

Operation was followed by complete recovery. 
The patient reported eight years later that she had 
worked since her discharge and had not suffered 
even a backache. 


Guleke: Two Rare Diseases of the Spinal Vertebra: 
Echinococcosis and Actinomycosis (Zwei sel- 
tenere Wirbelerkrankungen: Echinococcus und Akti- 
nomykose). Deutsche Zischr. f. Chir., 1921, clxii, 59. 


Twocases of strikingly chronic course are reported: 

CAsE 1. The patient was a male 46 years of age. 
The cord was compressed at the level of the second and 
third thoracic vertebre by a hard tumor, believed to 
be an osteosarcoma. This tumor extended out into 
the left supraclavicular fossa. Laminectomy disclosed 
numerous echinococcus cysts which had practically 
destroyed the first rib, encroached on the vertebre, 
and invaded the spinal canal. Large foci were found 
also in the posterior mediastinum. Death followed 
from bronchopneumonia. The author warns against 
neglect of exploratory puncture in such cases. 

CasE 2. The patient was a male 53 years of age. 
Between the chest wall and the scapula was a soft 
actinomycotic infiltration with pus showing charac- 
teristic sulphur granules. The process had spread to 
the posterior mediastinum, attacked the vertebre as 
a superficial caries, and exerted pressure on the cord 
through granulations but did not cause paralysis. 
Five operations had been performed in five years but 
did not result in a cure although there was marked 
improvement. The weight-bearing capacity of the 
spinal column was not interfered with despite the re- 
moval of several transverse processes together with 
the corresponding arches. In the author’s opinion 
the infection was probably contracted by handling 
the money of farmers. The primary focus was ap- 
parently in the upper lobe of the right lung and due 
to aspiration. This focus broke through into the 
mediastinum and extended backward while the lung 
healed completely. GrasHEy (Z). 


NERVOUS SYSTEM 


Torsion of a nerve trunk during suture was con- 
sidered a very serious occurrence and its prevention 
was regarded as essential for the ultimate success 
of nerve suture. Twisting of the nerve trunk effects 
a physiological misplacement of the fibers; sensory 
fibers may be directed down motor channels and 
motor fibers through sensory pathways, resulting 
in defective sensory return and diminution in motor 
restoration. 

It is generally believed that a misdirected nerve 
fiber cannot re-educate itself to an entirely differ- 
ent function. 
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The prevention of torsion in nerve suturing may 
be attempted by several different methods or com- 
binations of methods. No one method can be 
recommended to the exclusion of the others. Those 
employed in the author’s cases were: (1) the use of 
identification sutures, (2) funicular or bundle match- 
ing, (3) forceps identification, (4) anatomical or 
striation markings. 

The use of identification sutures consists in the 
placing of fine silk sutures in both segments of the 
nerve proximal and distal to the lesion and at a 
definite point in its circumference before it has 
been completely dissected from its bed. When the 
nerve is ready for suturing, the identification sutures 
are lined up so as to prevent twisting of the nerve 
trunk upon its axis. 

Funicular or bundle matching has not been satis- 
factory because of the degeneration usually present 
in the ends of the severed nerve. 

Forceps identification has been very successful 
because the forceps are readily adjusted and are of 
aid in holding the nerve for section and later for 
suture. Fine mosquito forceps were used to grasp 
the sheath on either side of the nerve trunk as it was 
lifted from its bed. 

Anatomical markings are of value because the 
longitudinal markings in conjunction with the course 
of blood vessels often serve to reveal a twisting of 
the nerve trunk. 

In cases of nerve defects the end of the proximal 
segment usually presents a neuroma but the end of 
the distal segment rarely reveals any enlargement. 
The bridging of the nerve defect was frequently a 
difficult matter in the cases under consideration, and 
was accomplished by one or a combination of the 
following methods: (1) primary stretching, (2) 
flexion relaxation, (3) transposition, (4) two-stage 
operation, (5) grafting. 

Primary stretching alone will overcome a large 
number of defects, and is accomplished by freeing 
the nerve from the surrounding scar tissue, placing 
forceps on each of its ends, and drawing the ends 
together by exerting gentle pressure. It is believed 
that stretching does not interfere materially with 
the regeneration of the fibers. 

Flexion relaxation is used in most cases and has 


proved to be of greater value than any other method | 


of overcoming nerve defects. The nerve is relaxed 
by flexion of the governing joint. After the nerve 
ends have been approximated the limb is maintained 
in the flexed position by means of plaster or a special 
splint for four weeks. At the end of this time exten- 
sion of the extremity is ericouraged by permitting 
about 10 degrees of increased extension each day 
until the limb is fully extended. 

The transposition of a nerve trunk from a deep 
to a superficial plane or vice versa, or from an ex- 
tensor to a flexor surface, will assist materially in 
overcoming defects. The dissection of the nerve 
trunk must be carried some distance above and 
— before transposition of the nerve is pos- 
sible. 
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The two-stage operation is used only for large 
defects which cannot be overcome by the ordinary 
methods just outlined. The first stage consists in 
exposing the nerve and applying the method of 
primary stretching in conjunction with the method 
of flexion, except that possibly the scar tissue and the 
neuroma are not removed but are used as stronger 
tissue through which the sutures are tied so that 
more tension will be possible. The wound is closed 
and the limb maintained in flexion for one week, 
after which time the apparatus is removed and 
extension is encouraged. 

The second stage of the two-stage operation 
consists in again exposing the nerve, which by this 
time has become sufficiently elongated, and removing 
the scar tissue and neuroma. Suture is then per- 
formed and the limb is maintained in flexion in 
plaster for four weeks. The apparatus is then re- 
moved and extension is encouraged. 

The success of nerve grafting depends upon the 
activity of the cells of the sheath of Schwann. 
Experience seems to indicate that the grafts should 
be homo-grafts, or better, auto-grafts. The author 
states, however, that in every case he subsequently 
removed the graft and repaired the nerve defect by 
the two-stage operative technique. 

When scar tissue is present in large amounts 
an endeavor is made to transplant the nerve and 
obliterate the old bed. Frequently it is desirable 
to bring the nerve to a more superficial position 
where it is covered by only the subcutaneous fat 
which forms an excellent protection. Scar tissue 
will re-form in spite of everything that can be done 
and may be diminished only by perfect hemostasis, 
a minimum of tissue trauma, and an aseptic tech- 
nique. 

Preparation of the nerve ends for nerve suture is 
accomplished by removing thin cross-sections until 
normal-appearing bundles are found throughout the 
sectioned end. The nerve is steadied by means of 
two or more fine forceps which grasp the nerve 
sheath firmly near the point of section. A safety- 
razor blade held by means of firmly applied forceps 
makes a very good instrument for nerve sectioning. 
The suturing is accomplished by means of eight 
fine silk epineural sutures. These penetrate the 
nerve sheath and to a slight degree the perifunicular 
connective tissue. Four sutures having been placed 
in the four quadrants of the nerve sheath, the identi- 
fication forceps are removed and the intermediate 
sutures are placed between the quadrant sutures. 
When tension is encountered in overcoming a defect, 
a tension suture of No. o plain catgut is passed 
completely through the nerve. When all the epineur- 
al sutures have been placed and the governing joint 
has been flexed, the tension suture is drawn taut and 
tied. This having been done, the epineural sutures 
are tied and cut. 

Neurolysis is directed toward the correction of 
cases of physiological interruption in which the 
anatomical integrity of the nerve has been preserved 
but function has been inhibited by one or a com- 
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bination of several factors, such for example, as 
external compression by scar tissue, bone callus, or 
any form of pressure; thickening or infiltration of 
the nerve sheath; and interstitial thickening. The 
nerve is freed from the compressing agent, and if 
there is still evidence of induration on palpation, 
the nerve trunk must be invaded. Where the sheath 
is found to be thickened, it is well to incise the 
latter and allow it to remain open, protecting the 
exposed bundles with a fat transplant. 
G. H. Manxrn, M.D. 


Fabry, F.: Clinical Contributions to the Problem 
of Paralysis of the Recurrent Laryngeal Nerve 
(Klinische Beitraege zur Frage der Recurrenslaeh- 
mungen). Zéschr.f.Ohrenh., 1921, \xxxi, 47. 


Despite Semon’s classic description of the nerve 
diseases of the larynx, many questions remain to be 
settled and new ones have arisen, such as the function- 
al voice disturbances in the war-wounded, war 
injuries of the larynx, and the recent assertion of 
Riese that the posterior laryngeal nerve is inner- 
vated through the sympathetic nerves. Fora clearer 
understanding of many questions a detailed report 
of numerous cases is necessary. 

Fabry reports on the following 97 cases of paraly- 
sis of the recurrent laryngeal nerve: paralysis 
associated with goiter, 12; following thyroidectomy, 
27; following trauma, 1; associated with pulmonary 
tuberculosis, 14; with aneurism of the aorta, 6; with 
aortitis, 2; with cesophageal tumor, 2; with tumor 
at the base of the skull, 1; with multiple sclerosis, 
1; with syringobulbia, 1; with syphilis, 2; cause un- 
known, 28. 

In this series, which gives a good idea of the 
causes of the condition, the cases of paralysis 
associated with goiter and developing after thy- 
roidectomy have a special surgical interest. The 
paralysis findings in cases of goiter give a good pic- 
ture of paralysis of the recurrent and posterior nerves, 
In 3 cases the paralysis disappeared again spon- 
taneously. In 1 case, in spite of complete paralysis 
of the vocal cord edges, there was a normal singing 
voice, a fact which contradicted Grossmann’s con- 
tention that the normal vocal cord is unable to 
approach the paralyzed cord beyond the middle line. 
One of the cases treated was perhaps a case of 
strumitis. The adductor group reeovered, but the 
cases of posticus paralysis did not. 

The fact that vocal cord paralysis may develop 
spontaneously in goiter proves that paralysis is not 
necessarily the result of a surgical operation. Eight 
of 14 patients with postoperative paralysis of the 
vocal cord who were re-examined had a clear voice 
with slight roughness only occasionally. Recovery 
was effected, with occasional relapses, in from half 
to a whole year. In one case there was pre-operative, 
vocally compensated paralysis of the recurrent nerve. 
This compensation was temporarily disturbed by 
thyroidectomy, possibly through injury of the normal 
nerve. In 3 cases operated upon the vocal result 
remained unsatisfactory following unilateral paral- 
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ysis. Worthy of note were 3 cases of bilateral vocal 
cord paralysis in which, some time after operation, 
a serious dyspnoea developed. Tracheotomy was 
followed by improvement in both the dyspnoea and 
the voice. 

The fact that sometimes only the posticus fibers 
were affected and sometimes the entire recurrent 
nerve was involved is explainable on the ground 
that the causative factor was not a partial section 
but a perineural extravasation which later caused 
permanent damage to the nerve through scar-tissue 
pressure. 

Paralysis of the recurrent laryngeal nerve is fre- 
quently a premonitory symptom of serious general 
disease such as syphilis, tuberculosis, malignant 
tumor, or disease of the aorta. Iodine treatment . 
is of value in doubtful cases and may cause the symp- 
toms to clear up. In other cases vibratory massage 
and exercises are beneficial. Bruening has found 
paraffin injections of value. Payr recommends a 
plastic operation on the thyroid cartilage. 

Kutenkamerr (Z). 


Wiedhopf: The Freezing of Transverse Nerve 
Sections in the Treatment of Pain, Especially 
in Recent Amputation Stumps (Die Verecisung 
des Nervenquerschnittes zur Behandlung von 
Schmerzzustaenden, besonders an frischen Amputa- 
Beitr. klin. Chir., 1921, cxxiii, 
158. 

Wiedhopf reports the results of freezing trans- 
versely sectioned nerve ends in 15 cases at the Mar- 
burg clinic. The freezing was done on account of 
pain from’ a neuroma in 1 case, to prevent pain at 
the line of demarcation of arteriosclerotic gangrene 
in 1 case, and in 13 cases of amputation. In 
the case of arteriosclerotic gangrene a perfect trans- 
verse paralysis of the nerve was obtained by the 
freezing but it did not persist. The reason for the 
failure was not evident. Neurological examination 
showed that perfect organic interference had been 
obtained. 

Freezing of the nerve ends, including the cuta- 
neous nerves, was done in cases of recent amputation 
for three reasons: (1) to reduce the postoperative 
pain; (2) to reduce wound pain, especially in cases of 
sepsis; and (3) to prevent the formation of painful 
stumps. The literature shows a great variety of 
procedures for the last complication mentioned. 
Recently Gretzel of Hamburg has described a meth- 
od in which the nerve trunk and all the cutane- 
ous nerves were frozen about 5 cm. proximal to 
the line of transverse section for ten to twenty 
minutes and the nerve trunk was buried in the 
muscular tissue according to Moszkowicz’s tech- 
nique. As five cut nerve ends can be frozen simul- 
taneously, the time of operation is not much in- 
creased and it is very probable that by this method 
most stumps may be rendered painless. Moreover, 
the implantation of the nerve stumps into the muscle 
tissue prevents neuroma formation and adhesions of 


the nerves to the amputation wound. Freezing has 
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a favorable effect also on postoperative pain and 
wound pain. 

The beginning of the freezing is very painful. Its 
effects extend for about 4 cm. above the frozen area. 
The results, as shown in experimentation, depend 
upon the duration of the treatment but the author 
has not been able to determine any gradation scheme. 

There is only one difference, which however is an 
important one, between the section and freezing 
of a nerve. In freezing there is an ultramicroscopic 
splitting which experiments and clinical cases have 
shown is almost certain to be followed by regen- 
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eration. This method may be used also in the 
treatment of neuritis, the temporary quieting of the 
diaphragm in cases of hiccough and pulmonary 
tuberculosis, or the operative closure of a dia- 
phragmatic hernia. 

The period of regeneration of frozen nerves differs 
according to the extent of the degenerated section 
but is given as about five to eight months, which is 
further proof that even following primary nerve su- 
ture restoration of nerve conduction is not possible 
in one or two days or even in a period of weeks. 

CrEITE (Z). 


MISCELLANEOUS 


CLINICAL ENTITIES — GENERAL PHYSIO- 
LOGICAL CONDITIONS 


Stokes, J. H., and Scholl, A. J., Jr.: A Case of 
Probable Paraffin-Oil Tumor. Arch. Dermat. 
Syph., 1921, iv, 50. 

The authors report a case of probable paraffin-oil 
tumor observed at the Mayo Clinic which had a 
number of characteristics of both a paraffinoma 
and tuberculosis. A feature of the clinical 
picture suggestive of tuberculosis or malignant 
neoplasia was the chains of nodules following the 
course of the lymphatics toward the axilla and elbow. 

Biopsy revealed innumerable ‘‘tubercles” con- 
sisting of dense whorls of epithelioid cells and many 
giant cells (Figs.1 and 2). Vacuolation with begin- 
ning fibrous encapsulation of the oil was apparent; 
thick frozen sections stained with Sudan III showed 
these vacuoles to be filled with a pale yellow 
material which could be readily distinguished from 
the deep orange stain of human fat (Figs. 3 and 4). 
Two guinea-pigs inoculated with portions of the 
tissue showed no tuberculosis. 


The history of the case was very deceptive. 
Eighteen months before coming to the Clinic the 
patient had had influenzal pneumonia and was 
unconscious for about twelve hours. In all proba- 
bility he received the oil hypodermically during 
this time. A week before the present lesion appear- 
ed he cut his hand on a cow’s horn and a pyogenic 
infection ensued with involvement of the regional 
lymph nodes and much swelling. This course is 
typical of paraffinoma. The disease in most cases 
does not appear until some disturbance of the local 
circulatory equilibrium sets in, such as would be 
caused by an extensive pyogenic infection. Under 
such conditions the granulomatous and foreign-body 
reaction occurs. 

As part of the clinical evidence against tuberculosis 
was the fact that inoculation with tuberculosis 
in the skin produces a tuberculous lesion at the site 
of inoculation in addition to the metastatic involve- 
ment, and that this metastatic involvement is of 
the regional lymph nodes rather than of the tissues 
at large. In this case there was no sign of tubercle 
of the scar from the trauma. 


Fig. 1 (at the left). Pseudo-tubercles with giant cells; paraffin section. 
Fig. 2. Granulomatous structures ot tissue; oil vacuoles and pseudo-tubercles. 
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Fig. 3 (at the left). “Swiss cheese” appearance due to encapsulated paraffin oil. 
Frozen section stained with Sudan ITI. 
Fig. 4. Giant cell enclosing vacuole. 


The treatment employed consisted of the appli- 
cation of wet dressings for a period of time in order 
to favor the transition from the inflammatory to the 
quiescent phase. When the tumid induration and 
purplish discoloration had disappeared an extensive 
surgical excision of the affected tissue was performed. 
The tumid grea was allowed to granulate and skin 
grafting was done. The therapeutic result so far 
has been satisfactory. 

These tumors result from the substitution of an 
inexpensive mineral oil for the olive oil usually em- 
ployed as a vehicle for the suspension of camphor. 
They appear from one to eighteen months after the 
injection of the oil, often not developing until there 
is some disturbance of the local circulatory equilib- 
rium. 


MacCarty, W. C., and Mahle, A. E.: The Relation 
of Differentiation and Lymphocytic Infiltration 
to Postoperative Longevity in Gastric Carcino- 
ma. J. Lab. & Clin. Med., 1921, vi, 473. 


In a report of 200 cases operated on at the Mayo 
Clinic in 1912 MacCarty made some general ob- 
servations as to the relation of regional lymphatic 
glandular involvement to postoperative longevity 
in gastric carcinoma. The main facts disclosed 
were that gastric carcinoma with glandular involve- 
ment occurs in younger persons than gastric car- 
cinoma without glandular involvement; that the loss 
in weight is directly proportional to the glandular 
involvement; that the size of the regional glands has 
no relation to the size of the primary lesion in the 
stomach; that the duration of clinical symptoms 
bears no apparent relation to the extent of the 
glandular involvement; and that both the immediate 
postoperative and subsequent mortality are in 
direct proportion to the amount of glandular 
involvement. 


Eight years later another investigation was made 
as to longevity. Only those patients were considered 
whose specimens were still in a state of perfect 
preservation. This series numbered ninety-nine. 
The studies show that persons with no glandular 
involvement have a much greater average length of 
postoperative life than those with glandular involve- 
ment; that no person with glandular involvement 
lives over eight years; that the average age of persons 
with complete glandular involvement is five years 
younger than that of those without glandular in- 
volvement; that the average length of postoperative 
life is greater between 29 and 4o and 60 and 72 years 
of age than that at other periods; and that the young- 
er the host the shorter the life expectancy after re- 
section for gastric carcinoma, regardless of glandular 
involvement. 

In spite of the fact that the length of life after 
operation is in inverse proportion to the degree of 
glandular involvement, there was a sufficient number 
of exceptions to demand further investigation and 
the results of this study constitute the body of 
the present article. One patient Jived over five years 
and one over nine years after operation, in spite of 
complete glandular involvement. It was found that 
there are at least two factors contributing to longe- 
vity in these cases which can be studied with a fair 
degree of accuracy, that is, cellular differentiation 
and lymphocytic infiltration. 

The power of cellular reproduction is in inverse 
relation to the degree of cellular differentiation unless 
the differentiation is for the specific purpose of 
reproduction. By the term “differentiation” is 
meant structural change for specific function. The 
cells of carcinoma sometimes attempt differentiation, 
and it has been thought that this might be seen in 
patients who live unexpectedly lorg after gastric 
resection. The specimens were therefore studied 
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from this standpoint. The other factor studied was 
lymphocytic infiltration. 

It was shown that persons without glandular 
involvement and with differentiation had a life 14 
per cent longer than that of persons without glandu- 
lar involvement and without differentiation; that in 
persons with complete glandular involvement differ- 
entiation was not associated with increased longevity; 
that differentiation was more frequent in association 
with glandular involvement than without; and that 
differentiation was most frequent between the 
fortieth and fiftieth years of age, and least frequent 
between the twenty-ninth and fortieth years of 
age. 

As to lymphocytic infiltration, it was found that 
cases of gastric carcinoma without glandular involve- 
ment but with extensive lymphocytic infiltration 
have the greatest average length of postoperative 
life. Regardless of glandular involvement, the 
presence of lymphocytic infiltration is associated 
with a 23 per cent longer postoperative life. Exten- 
sive lymphocytic infiltration is more frequent in 
association with glandular involvement than with- 
out. Regardless of glandular involvement, extensive 
lymphocytic infiltration is most frequent between 
the ages 40 and 50 and 60 and 72. 

Patients with gastric carcinoma with the com- 
bination of lymphocytic infiltration, differentiation, 
and no glandular involvement live 150 per cent 
longer than patients without differentiation and 
lymphocytic infiltration. Patients with glandular 
involvement live 146 per cent longer when there is 
lymphocytic infiltration than when there is none. 
Patients without glandular involvement but with 
lymphocytic infiltration live 124 per cenc longer than 
those without. The average length of postoperative 
life of patients with differentiation and lymphocytic 
infiltration combined is 82 per cent greater than that 
of those without differentiation and lymphocytic 
infiltration combined. O. S. Proctor, M.D. 


Crile, G. W.: Studies in Exhaustion. II. Exertion. 
Arch. Surg., 1921, iii, 116. 

Crile studied the Purkinje cells in the brains of 
foxes after different lengths of chase and made 
differential counts of these cells in dogs after 
fights and other forms of muscular exertion. He 
studied also the effects of anger combined with 
exertion on dogs and cats, and of continuous exertion 
(forced swimming) on rats. Inaddition, he compared 
the brains, livers, and suprarenals of salmon caught 
at the mouth of the Columbia river with those 
caught at the headwaters of the river after they had 
had an exhausting 700-mile swim without food. The 
effect of exertion on the electric fish was studied by 
means of the galvanometer. In order to determine 
the effect of exertion on the chemical contents of 
certain organs and tissues, he analyzed various 
glands and tissues from eight normal cats and from 
the same number of cats which had struggled against 
restraint for four hours. The conclusions drawn are 
as follows: 
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1. Extreme physical exertion in various land 
animals and in fish causes demonstrable histologic 
changes in the central nervous system, the liver, and 
the suprarenals. These changes, which are least 
marked in the liver, are identical in character with 
those already recognized as due to prolonged 
insomnia. 

2. The discharge of the electric mechanism in the 
electric fish causes histologic lesions in the brain, 
the liver, and the suprarenals. 

3. Chemical studies made after animals had been 
subjected to extreme exertion show an increased 
iodine content of the thyroid and a slightly increased 
glycogen content in the liver, a diminished glycogen 
content in the muscles, a greatly diminished 
epinephrin content, and a diminished epinephrin ac- 
tivity. 

4. The hydrogen-ion concentration of the blood 
and urine is increased by extreme exertion. 

5. The clinical effects of exertion as immediately 
manifested in increased temperature, pulse, and 
respiration, and later in acute or chronic ex- 
haustion, are self-evident. 

FREDERICK CHRISTOPHER, M.D. 


Binet, L., and Dubois, G. J.: The Function of the 
Ileoczecal Appendix (Le réle de l’appendice iléo- 
cecal). Presse méd., Par., 1921, Xxix, 625. 


The authors review the research which has been 
done to establish the physiological functions of the 
ileocecal appendix. The toxicity of extracts of the 
organ has been established, and it is known that the 
appendix possesses a motor function as it is able to 
force foreign bodies which enter it back into the 
cecum. It is particularly a secretory organ, however, 
as it has a digestive secretion, a secretion to eliminate 
bacteria, and an internal secretion. 

With regard to the function of the appendix as a 
digestive gland the experimental work of Roger and 
Josué has shown that the rabbit appendix secretes an 
abundant, clear, and viscous alkaline fluid which is 
not bactericidal. This hasan amylolytic power but 
has no effect on fibrin or saccharose. These 
authors believe, therefore, that its function is to 
lavage the appendix. From studies of healthy and 
diseased human appendices made by Robinson, 
Hartman, Binet, and others it would appear that 
the secretions of the organ have a distinct, though 
slow and only partial, digestive action on the proteins 
and a very slight effect upon the carbohydrates. 
MacEwen found that when the intestinal contents 
pass through the ileocecal valve the cecal and 
appendiceal secretion is abundant. 

With regard to the appendix as an eliminator of 
bacteria the animal experiments of several authors 
demonstrate that when injections of micro-organisms 
are made into the veins of rabbits appendicular 
lesions very commonly develop. Therefore it is 
known that general infections are reflected in the 
appendix. However, if there is elimination of bac- 
teria by this organ, if bacteria pass from the circula- 
cion into the appendix, it appears that a current in 
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the opposite direction is produced. Masson and 
Regaud found that in the rabbit the bacteria 
penetrate the appendicular lymphoid tissue toward 
the end of the second week of extra-uterine life and at 
the end of the fifth week have reached the middle 
portion of the fundus of the follicles. 

With regard to the appendix as a gland the 
authors state that it is so rich in lymphoid tissue 
it has been termed the “abdominal tonsil.” Its 
ability to produce lymphocytes is therefore very 
great. Recently attention has been drawn to the fact 
that besides this lymphoid tissue there is a glandular 
tissue analogous to that of the blood vascular glands. 
According to Masson, cells which color gray or black 
in ammonia are to be found throughout the small and 
large intestines and in the appendix. Together, these 
form a diffuse endocrine gland which is the homo- 
logue of the islets of Langerhans in the pancreas. 
The physiological function of these elements is not 
known. It is possible that in pathological conditions 
they may be connected with certain tumors of the 
appendix. W. A. BRENNAN. 


SERA, VACCINES, AND FERMENTS 
Lambret, O.: Two Cases of Vaccine Therapy for 
Pleural Suppuration (Deux observations de 
vaccinothérapie pour suppuration pleurale). Bull. 

et mém. Soc. de chir. de Par., 1921, xlvii, gog. 


The author reports the histories of two cases of 
pleural suppuration treated with vaccine. The 
first was an old staphylococcal purulent pleurisy. 
The patient had been operated upon but a fistula 
persisted. Following treatment with autogenous 
vaccine the pleural cavity became completely 
sterile so that further operative treatment, consisting 
of resection of ribs, decortication of the lung, and 
obliteration of the fistulous tract, was done without 
complication. The patient made a rapid recovery. 

The second case was a revolver bullet wound in 
the chest in which a pleurotomy had been done but 
an infected hemothorax persisted. This condition 
also was rapidly cured by means of autogenous 
vaccine. 

The author states that before pleural operations 
are performed in infected cases it is the custom to 
try to obtain sterilization by a preliminary explora- 
tory thoracotomy. He believes that in favorable 
cases vaccine therapy will make this intervention 
unnecessary. W. A. BRENNAN. 


BLOOD AND LYMPH VESSELS 
Hill, L.: Capillary Pressure and (Edema. Brit. 
M.J., 1921, i, 767. 

In numerous determinations on cold-blooded and 
warm-blooded animals the author found the cap- 
illary pressure to be low, equaling 2 to 7 mm. of 
mercury. A modification of the Roy and Brown 
method was used, the reading being made at the 
point where the capillaries become narrowed but not 
obliterated. Hill argues that obliteration must raise 
the pressure as in the arteries. He believes the usual- 
ly accepted capillary pressure of 20 to 30 mm. is far 
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too high and that in reality this pressure is so low as 
to be negligible as a cause of oedema. 

(Edema is considered to be the result of imbibition 
of water into the cells outside of the capillary wall 
due toinsufficiency of oxygen. When pressure ismade 
on an artery the capillaries dilate and the cells im- 
bibe water to keep the capillary pressure up, for if 
the cells swell the capillary is pressed on and nar- 
rowed, the venules are narrowed, and the capillary 
pressure is raised. 

The author has noted the disappearance of cedema 
and the healing of ulcers brought about by means of 
a tent bed which allows the patient to breathe in 
comfort 30 to 40 per cent oxygen for some days. 

The escape of white cells during stasis and of red 
cells following severe injury shows pathologic 
permeation of the capillary wall, but normally the 
tissue cell, not the capillary pressure, governs the 
passage of fluid. C. E. Baker, M.D. 


Dobrovolskaia, N.: A Characteristic Symptom of 
Arteriovenous Aneurisms (Sur un symptome 
caractéristique des anéurismes artério-veineux). 
Lyon chir., 1921, xviii, 300. 

Dobrovolskaia states that arterial pressure above 
an arteriovenous aneurism causes immediately 
a pronounced slowing of the pulse, a diminution of 
about 40 beats, while compression of the cor- 
responding artery on the normal side has no in- 
fluence on the pulse rate. As arterial aneurisms do 
not show this phenomenon it is of value in the 
diagnosis. This variation is the sign of more or less 
marked change in the heart of which the arterio- 
venous aneurism is the cause. When the aneurism 
is repaired the phenomenon completely disappears. 

Slowing of the pulse after compression of the 
proximal end of the artery was observed by Israel in 
a patient with an angiectasis of the anterior tibial 
artery and by Katzenstein in a case of cirsoid 
aneurism of the forearm. When the artery is com- 
pressed above an aneurism an increase in the blood 
pressure has been observed. W. A. BRENNAN. 


Sloan, H. G.: Successful End-to-End Suture of the 
Common Carotid Artery in Man. Surg., Gynec. 
& Obst., 1921, xxxiii, 62. 


Sloan reports a successful end-to-end suture of the 
common carotid artery wounded in an operation for 
recurrent carcinoma of the glands of the neck. The 
patient was a man 56 years of age with arteriosclero- 
sis. The carotid artery had become embedded in 
fibrous tissue following resection of the jugular vein. 

The Carrel technique was used with guy sutures. 
Three days after the operation full pulsation in the 
temporal artery was noted and the patient made an 
uneventful recovery. H. A. McKnicut, M.D. 


Griffith, J. P.: Saphenoperitoneal Anastomosis for 
Ascites Due to Cirrhosis of the Liver. Therap. 
Gaz., 1921, xlv, 457. 

The author reports eight cases of saphenoperito- 
neal anastomosis for ascites in cirrhosis of the liver. 
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The ideal or selected case for this operation is the 
case of alcoholic cirrhosis with minimal cardiorenal 
involvement. 

The operation can be done with impunity, lends 
itself readily to local anesthesia, and causes little or 
no shock. The technique is as follows: 

An incision is made over the course of the saphe- 
nous vein, beginning 1 in. above the saphenous open- 
ing and extending down the thigh for a distance of 8 
or gin. The vein is then dissected free an equal 
distance and the collateral branches are ligated 
close to the lumen of the vein to prevent possible 
thrombosis. 

A second incision is made above the external ring 
in the direction of the fibers of the external oblique 
muscle. The liberated saphenous vein is brought up 
through the subcutaneous tissue to the site of the 
anastomosis to the peritoneum by making a pathway 
with a blunt instrument, preferably a uterine sound. 

The vein is cut flush and its lumen washed out 
with normal saline solution. Three incisions equal 
distances apart are made along the long axis of the 
vein from the cut end for a distance of 1 cm. to form 
three flaps for the end-to-side anastomosis with the 
peritoneum. 

The peritoneum is clamped to prevent leakage, a 
cone being left between the clamps, and the apex of 
the cone-shaped projection is cut flush. In this 
manner a circular opening is formed for the ap- 
position of the vein flaps. The three flaps of the 
veins are then sutured to the circular opening with 
fine silk. H. A. McKnicat, M.D. 


SURGICAL DIAGNOSIS, PATHOLOGY, 
AND THERAPEUTICS 


Schlaepfer, K.: Intrapleural Reflexes and Their 
Significance in Operative Procedures (Die 
intrapleuralen Reflexe und ihre Bedeutung bei 
operativen Eingriffen). Ergebn. d. Chir. u. Orthop., 
1921, Xiv, 797. 


It can be proved experimentally that there are 
sensitive elements in the costal pleura the mechanical 
or chemical irritation of which causes general pro- 
tective movements. During faradic stimulation 
clonic contractions occur in the upper extremity 
of the same side. Faradic stimulation of the pul- 
monary or mediastinal pleura produces no con- 
tractions. Stimulation of the diaphragmatic pleura 
with the faradic current produces local contractions 
of the diaphragm. In faradic stimulation of the 
‘parietal pleura adjacent to the diaphragm con- 
tractions take place in the upper and lower extrem- 
ities. In faradic stimulation of the parietal perito- 
neum contractions occur in the abdominal muscu- 
lature and in both lower extremities, stronger on 
the same side. Stimulation of the peritoneum 
covering the diaphragm produces contraction of 
the diaphragm only. The visceral peritoneum is 
insensitive to electrical stimulation. 

The vagus fibers running longitudinally carry 
centripetal pain sensations which, after chemical 
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irritation of the pleural cavity by diffusion of the 
substance beneath the pleura pulmonalis, cause 
defensive contractions in the upper extremity on the 
same side. Resection of the vagus in the neck in- 
hibits these contractions. Stimulation or paralysis 
of the sympathetic nerve then has no further in- 
fluence. Wever has shown in experiments on the 
monkey that the cerebral irritation and paralysis 
noted in the so-called intrapleural reflexes can be 
produced by air embolism. The marked variability 
in the clinical picture in such cases of embolism 
is dependent upon the number and extent of the 
brain centers affected. The picture is identical with 
that of cases of air embolism occurring in pneumo- 
thorax therapy. The so-called intrapleural reflexes 
in the different operations on the thorax (aspiration, 
irrigation, artificial pneumothorax, sounding of 
empyemic cavities, changing of drains, thoraco 
plasty, and pneumotomy) are due to very small air 
emboli in the pulmonary veins. As the result of 
injury of a branch of the pulmonary vein in chron- 
ically inflamed and therefore indurated lung tissue 
the blood from the central portion of the injured 
vessel is aspirated with air by a nearby larger pul- 
monary vein of normal or nearly normal circulation. 
In rare cases there may be absorption of bismuth 
emboli from an empyemic cavity due to the tem- 
porary increase in pressure. In pneumothorax 
treatment the gas may be forced into a vein. From 
this group of cases we must exclude cases of pulmon- 
ary embolism following thrombosis in the lower 
extremities and the pelvis, and cases of pulmonary 
thrombosis with cerebral embolism, both of which 
begin with similar clinical symptoms. We must 
exclude also cases of latent heart injuries and adrenal 
insufficiency which lead to sudden death, and the 
cases of patients who have been ill for a long time 
and are therefore very weak. The reflex paralysis 
following gunshot wounds of the thorax is always 
due to an indirect mechanical injury of the brachial 
plexus. In the cases of patients with unstable 
nervous systems and in a weak general condition 
transitory collapse may be caused by abnormally 
severe pain in the costal pleura. 

The severity of the clinical picture of so-called 
intrapleural reflexes is dependent upon the size and 
number of the areas affected by the emboli. Many 
of the disturbances pass away entirely if their rapid 
development does not cause death. The most severe 
phenomena, of course, last longest. Even _high- 
grade changes retrogress entirely after a few months. 
Amaurosis disappears within a period of hours or 
days. The same is true of paralysis. In the more 
severe non-fatal cases there remains at the most a 
weakness in the limbs which have been _para- 
lyzed longest. 

If air embolism develops the operation must be 
interrupted immediately: in pneumotomy tampon- 
ade should be done. The use of differential pressure 
decreases the negative pressure in the pulmonary 
veins and their ability to aspirate. In order that the 
head may not be flooded with air vesicles in case of 
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air embolism it should be so placed that it is not 
the highest part of the body. To force blood through 
the brain, stimulants should be employed, especially 
adrenalin intravenously. Under certain circum- 
stances venesection (Jessen) is indicated to improve 
the circulation. Artificial respiration is contra- 
indicated because of the danger of further embolism. 
When respiration ceases resort should be had to 
traction upon the tongue and faradic stimulation 
of the phrenic nerve. Morphine is to be avoided on 
account of its depressing effect upon the respiratory 
centers. Sraut (Z). 


EXPERIMENTAL SURGERY AND SURGICAL 
ANATOMY 


Meyer, A. W.: An Experimental Study of Muscle 
Contractures Following Fixation Dressings: 
Experiments on Cold-Blooded Animals (Exper- 
imentelle Untersuchungen ueber Muskelcontractur 
nach fixierenden Verbaenden; Versuche an Kalt- 
bluetern). Deutsche Zischr. f. Chir., 1921, clxii, 122. 


The study reported was made on 200 frogs. A 
leg was dressed in extension. One series of experi- 
ments was run on frogs kept in cold water and 
another on frogs kept in water heated to between 
22 and 29 degrees C. 

In the first series flexor contractures (quadriceps, 
gastrocnemius, etc.) were noted within fourteen days. 
These were very transitory, however, disappearing 
rapidly after the removal of the dressing. When the 
plexus was cut there were no contractures even after 
a period of weeks. When the lower leg was fractured 
contractures appeared very rapidly (within five days) 
and in muscles distant from the site of the injury. 

In the second series of experiments progressively 
increasing contractures were easily discernable 
within ten days. When the dressings were removed 
and the frog was kept in warm water the contracture 
disappeared only after weeks, but when the frog was 
kept in cold water it disappeared within a few days. 
The same result was obtained when the plexus was 
cut except that the contractures in the warm-water 
frog which disappeared after the removal of the 
dressing and the transference of the frog to cold 
water appeared again when the frog was returned to 
warm water. When the leg was fractured the 
contractures occurred very rapidly. 

Fixation contractures in cold-water frogs are 
dependent upon the innervation and are exaggerated 
if the leg is fractured. In warm-water frogs they 
occur independently of the nervous system, being 
due to thermal irritation. Sron (Z). 


Rous, P., and McMaster, P. D.: The Concentrating 
Activity of the Gall-Bladder. J. Exper. M., 
1921, XXXiv, 47. 

The experiments reported by the authors were 
undertaken as the result of observations upon stasis 
bile collected after ligation of the common duct. 
The accumulation of pigment in such bile seemed 
to indicate that some part of the duct system posses- 
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ses a concentrating faculty of considerable impor- 
tance as regards pathologic processes. 

In this article only the influence of the gall- 
bladder upon the bile is discussed. 

The best method of study is one whereby a bile of 
known constitution is supplied through the normal 
channels to an intact gall-bladder by the animal’s 
own liver. This is practicable in the dog because of 
the arrangement of the ducts. The common duct 
of the dog is formed as a rule by the union of three 
large channels, and the gall-bladder empties high 
up in the middle one. By means of a single ligature 
properly placed a type sample of bile can be diverted 
for separate collection, while the remainder flows to 
the bladder. 

As a result of such a study it was found that the 
bile coming at one time from different portions 
of the liver of the dog has nearly the same amount 
of pigment per cubic centimeter. Using as a standard 
the pigment strength of a sample collected through- 
out the period of experiment from a duct branch, 
both the degree and the rapidity of the concentration 
were found to be remarkable. A gall-bladder emptied 
at the beginning of one experiment and left to fill 
from the liver concentrated the 49.8 c.cm. of bile 
reaching it in twenty-two and a half hours to 4.6 
c.cm., that is to say, reduced its bulk 10.8 times, 
while another bladder left distended with bile of 
known constitution and receiving in addition fresh 
increments from the liver concentrated the secretion 
8.9 times in twenty-two hours. A series of five 
emptied bladders concentrated the bile coming to 
them in about twenty-four hours on an average 
7.1 times, or a little more than the 6.4 times of seven 
organs left full. The conditions in both cases were 
relatively unfavorable to the withdrawal of fluid 
from the bile because this takes place by osmosis 
and diffusion and the secretion in the animals was 
notably rich in solids as an-indirect result of the 
operation. 

The rapidity with which fluid is withdrawn 
through the wall of the bladder may be judged from 
experiments in which a bag was connected with the 
tip of the organ by a large cannula. Merely in its 
passage through the bladder the bile was concen- 
trated from 2.3 to 4.8 times. This finding indicates 
a potential source of error in observations upon 
samples of bile obtained from fistulous channels 
of which the bladder forms a part. 

The bile ducts do not withdraw fluid from the 
secretion they convey but tend to dilute it. The 
restriction of the concentrating activity to the 
receptaculum chyli indicates that the latter is of 
special importance to the organism. 

G. E. Betsy, M.D. 


Rous, P., and McMaster, P. D.: Physiological 
Causes for the Varied Character of Stasis Bile. 
J. Exper. M., 1921, xxxiv, 75. 


The authors have found that the character of the 
fluid encountered at operation in the obstructed bile 
passages of human beings is varied. Even in cases 
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free from infection all gradations may be found 
between a black, tarry material and the watery, 
colorless “white bile” which has long puzzled 
surgeons. The causes for this variation are not im- 
mediately evident in clinical cases because of the 
numerous complicating factors which give to each 
an almost individual character. One looks in vain 
for a clue to them in such a book as that of Kehr 
which describes in detail the findings in many hun- 
dred operations upon diseased bile passages, but 
they are readily ascertained by experiment. With 
the exception of infection, the different, and in 
general, opposed, functions of the gall-bladder and 
ducts are principally responsible for the protean 
character of stasis bile. 

The authors’ experiments were performed on dogs, 
cats, and rhesus monkeys, but chiefly on dogs. 
Many animals used for concurrent observations 
regarding other subjects of investigation were avail- 
able. Obstruction to the bile ducts was produced 
by tying and cutting, with excision, when possible, 
and at difficult points by means of ligatures laid on 
in series. In dogs and cats the danger that the con- 
tinuity of the passage would be restored by the cut- 
ting through of the silk thread was found to be 
negligible if heavy silk was used. The operations 
were performed aseptically under ether anesthesia, 
and the abdominal wound was closed in three 
layers. Infection and other complications were 
rare. 

It was found that whenever an obstructed bile 

‘ duct was left in communication with the gall-bladder 
the stasis bile was heavily pigmented and syrupy, 
ropy, or tarry, according to whether the period of 
obstruction had been short or long. 

From the results of these experiments the follow- 
ing conclusions are drawn: 

The gall-bladder and ducts exert opposite in- 
fluences upon the bile. The ducts do not con- 
centrate and thicken it with mucus as the bladder 
does, but dilute it slightly with a thin secretion of 
their own that is colorless and devoid of cholates 
even when the organism is heavily jaundiced. The 
fluid may be readily collected in a rubber bag con- 
nected with an isolated duct segment. It continues 
to be formed against considerable pressure, and in 
the dog is slightly alkaline to litmus, clear, almost 
watery, practically devoid of cholesterol, and of low 
specific gravity to judge from the one specimen 
tested. In obstructed ducts separated from the 
gall-bladder or connecting with one so changed 
pathologically that its concentrating power has 
been lost, such fluid gradually replaces the small 
amount of bile originally pent up. This is the so- 
called white bile.” 

When obstructed ducts connect with an approxi- 
mately normal gall-bladder the stasis fluid is entirely 
different because of the bladder activity. At first 
there accumulates in quantity a true bile much in- 
spissated by loss of fluid through the bladder wall, 
darkened by a change in the pigment, and progress- 
ively thickened with bladder mucus. As time passes 
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the duct secretion mingles with the tarry accumu- 
lation and very gradually replaces it. The inspissa- 
tion of the bile, as indicated by the pigment con- 
tent, is at its greatest after only a day or two of 
stasis. 

The differing influences of the ducts and bladder 
upon the bile must obviously have much to do with 
the site of origin of calculi and their clinical con- 
sequences. The concentrating activity of the bladder 
must be a potent element in the formation of stones. 
Intermittent biliary stasis is admittedly the prin- 
cipal predisposing cause of cholelithiasis, and the 
stasis is to be thought of as effective, in many in- 
stances at least, through the excessive biliary in- 
spissation for which it gives opportunity. In this 
way a normal gall-bladder may become a menace 
to the organism merely through functional activity. 
In patients with a tendency to stone formation 
frequent feedings may lessen the danger. 

Georce E. Betsy, M.D. 


ROENTGENOLOGY AND RADIUM THERAPY 


Phemister, D. B.: Studies in the Reduction of 
Bone Density. Am. J. Roentgenol., 1921, n. s. viii, 
355- 

This article deals only with reduction in density 
produced by bone absorption. The direct action of 
fixed cells known as osteoclasts is responsible almost 
entirely for such absorption. Osteoclasts may be 
abnormal cells, as in tumors or inflammation, or may 
arise from alteration in function of cells in the 
vicinity which may remain without change in form or 
may be transformed into giant cells. The process 
is probably the result of the creation of an acid 
medium in direct contact with the bone which 
causes its solution. Different histologic pictures 
arise from the process, such as pocket formation or 
smooth absorption. Reduction in density may be 
local, regional, or general, according to the cause. 
In most local processes there is both local and 
regional reduction in density, and if general symp- 
toms are marked, extend over a long period of time, 
and confine the patient to bed, there may be general 
reduction in density. 

In bone infections there are four processes by 
which reduction in density may be produced: (1) 
destruction of dead bone at the site of greatest 
inflammatory activity; (2) local destruction of 
living bone, or caries; (3) rarefying osteitis in the 
neighboring living bone for variable distances about 
the area of complete bone destruction; and (4) 
regional atrophy due to disuse. The amount of 
each of these forms varies considerably with the 
nature and severity of the inflammatory process, 
and is of considerable importance in the differ- 
ential diagnosis of inflammatory bone changes. 
Detailed descriptions are given of the changes 
produced in osteomyelitis, tuberculosis, and syphilis 
of bone. 

Reduction of density in bone tumors results 
almost entirely from the breaking down of living 
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bone by cellular activity. However, aseptic dead 
bone may occasionally be seen where portions of 
cortex are cut off and completely surrounded by 
tumor which undergoes necrosis. Regional atrophy 
may arise from disuse when the tumor causes pain 
and great loss of function. Bone destruction reduc- 
ing density is accompanied by extremely variable 
amounts of new bone formation, and the extent and 
distribution of the two processes must be taken 
into consideration in determining the nature of the 
lesion. 

The changes occurring in metastatic carcinoma, 
sarcoma, central giant-cell tumors, and cysts are 
described at length. 

In Perthes’ disease, the reduction in density is 
due to the breaking down of the center of ossifi- 
cation in the epiphysis of the femoral head. This 
leads to secondary flattening of the head and altera- 
tions in the shape of the acetabulum and neck. 
Grossly and microscopically one case studied in 
detail by the author showed findings resembling 
those of a quiescent focus of localized pyogenic in- 
fection. 

A case of congenital venous aneurism of the 
arm showed extensive osteoporosis of the radius 
and ulna, the cause of which was rather prob- 
lematic. The condition may have been due to 
the venous congestion and consequent acidosis 
resulting from an increase of the carbon dioxide 
content of the blood. This would augment the solu- 
bility of the lime salts and favor absorption. Sim- 
ilar osteoporosis has been observed in cases of 
enlargement of an extremity due to congenital 
elephantiasis. 

The article is copiously illustrated with roent- 
genograms and photomicrographs. 

Hartunec, M.D. 


Soiland, A.: Radiation and Thyroid Disease. 
J. Radiol., 1921, ii, 19. 

Toxic goiter is associated with abnormal cell 
functioning and since radiation has a_ potent 
effect in inhibiting such activity, its use is strongly 
indicated in the treatment of this condition. Many 
factors must be considered, but as a rule the modern 
deep radiotherapy, pushed as much as possible, is 
the proper procedure. It makes very little difier- 
ence whether the roentgen ray or radium is employ- 
ed; in the author’s experience both give equally 
good results. The simplicity of radium as compared 
with the complicated roentgen-ray apparatus is of 
particular advantage, however, in the cases of very 
nervous patients. Also in the soft cellular en- 
largements radium seems to act better than the 
roentgen ray, but in the hard fibroid types the 
roentgen ray is preferable. There are some condi- 
tions in which both agents may be successfully 
combined. 

In the average case of toxic goiter three X-ray 
treatments in three weeks are given through each of 
six portals of entry, four over the thyroid and two 
over the thymus region, for 35 ma. minutes, with 


4mm, of aluminum and a % in. cotton filter, under 
compression, at an 8-in. skin distance and 1o-in. 
back up. This is usually sufficient to control the 
symptoms, and the patient returns in sixty days 
for inspection. In radium cases, too mg. of radium 
element are used for each portal for four hours, 
with 4% mm. of silver and 2 mm. of hard rubber 
filter at a 4 in. skin distance. This is repeated in 
ten days, after which period the patient reports 
in sixty days. A very few cases of hypothyroidism 
have been observed when fairly good results 
followed a few light exposures for the stimulating 
influence on the gland. 

The author has treated about 200 cases of toxic 
goiter by radiation, 70 per cent by roentgen 
therapy alone, 20 per cent with radium only, and 
1o per cent with a combination of both. Con- 
servatively stated, the results have been gratifying. 
He believes that in radiation we have a proved 
therepeutic agent far superior to any other avail- 
able at the present time. 

Hartunec, M.D. 


Lyons, H. R.: The Use of Radium in the Treatment 
of. Myxomatous Nasal Polyps: Preliminary 
Report. Am. J. Roentgenol., 1921, n.s. viii, 407. 


One reason that operative results following the 
removal of myxomatous nasal polyps are not always 
satisfactory is because the pedicle attaching the 
polyp to the mucous membrane of a turbinate or a 
sinus is not definite. Removal of this tumor and its 
pedicle with nearby tissue or cells does not eliminate 
the condition because the adjacent tissue also is 
undergoing a myxomatous change which will soon 
appear in the form of a polyp. 

Radium stimulates the production of fibrous 
tissue, and after two or three such treatments the 
primary polyp recurs as a fibromyxoma or a fibro- 
adenomyxoma which can be dealt with much more 
satisfactorily. 

Radium inserted into a large solitary nasal 
myxoma does not change the type of the tumor or 
cause its disappearance. Radium applied post- 
operatively does not prevent the recurrence of a 
polyp, and the use of radium in treating myxomatous 
polyps associated with a local suppurative process 
does not cure the latter. 

In early cases treated at the Mayo Clinic the 
author uses a 50-mg. tube of radium for two hours. 
Subsequent treatments are given with an interval of 
one week. The radium tube is placed in the region 
of the myxomatous tissue and made secure by pack- 
ing with sterile vaseline gauze. The string tied to the 
radium tube is attached to the cheek by means of 
adhesive tape. 

The author believes that in the stubborn cases of 
myxomatous nasal polyps this method of treatment 
will result in a change from a myxomatous type to a 
fibromyxomatous type in which operation may be 
more successfully performed. Moreover, the polyps 
recur less rapidly after radium treatment and thus 
the interval of relief is lengthened. 
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INDUSTRIAL SURGERY 


Morehead, J. J.: Traumatic Surgery Problems. 
J. Am. M. Ass., 1921, \xxvi, 1642. 


The important problems in accident surgery are 
the prevention and cure of infection of the soft parts, 
the management of fractures and injuries of the 
joints, tendons, and nerves, and the after-care of the 
injured. Of these, the management of infected 
wounds and the care of broken bones are the most 
important as infections and fractures are most fre- 
quent. No universally accepted treatment for in- 
fected wounds or fractures was devised during the 
war, despite the fact that the attention of surgeons 
from all parts of the world was focused upon these 
problems. The author therefore proposes a stand- 
ardization of the present-day methods of treating 
such injuries. 

In the treatment of wounds, sterilization is essen- 
tial to success. There are only two methods to ac- 
complish this, mechanical sterilization and chemical 
sterilization. The first of these is obtained by cut- 
ting away all bruised, frayed, or otherwise devital- 
ized tissue. This is effective as bacteria propagate 
only in tissues deprived of their normal] blood supply. 
For the ordinary chemical sterilization, antiseptic 
contact is made with every part of the dried wound. 
After such cleansing, full-strength tincture of iodine 
is applied. In a wound with a small or tortuous ori- 
fice the iodine is introduced with a syringe. 

Next to iodine sterilization the most important 
point is drainage. Every wound not made surgically 
is already infected. Therefore it must be properly 
drained after being loosely sutured. Rubber drain- 
age is best. 

The first dressing placed on the sterilized, loosely 
sutured, and drained wound should consist of gauze 
wet with some non-irritating solution to combat in- 
fection from the skin cocci present on the surface of 
the wound. One dram of full-strength tincture of 
iodine to a pint of saline makes an excellent solution 
for this purpose. Rest and elevation are the final 
measures, and for this purpose a light splint is very 
useful and tends to prevent possible deformity. Cer- 
tain very deep wounds should not be sutured at 
once; the sutures should be merely put in place, not 
being tied until from twenty-four to seventy-two 
hours later when it is determined clinically or bac- 
teriologically that streptococci are absent. 

In cases of burns of the first stage the author 
sterilizes the burned area by painting it with a 3.5 
* per cent watery solution of iodine unless this area is 
very large or the patient is in shock. He then covers 
the surface with a gauze dressing wet in 10 per cent 
sodium bicarbonate, this dressing being kept in place 
for from twenty-four to forty-eight hours and kept 
wet by leading the solution into it by means of rub- 
ber tubing. The second stage of burns, that of exu- 
dation, is treated by exposure of the burned area to 
sunlight or the open air, the parts being so arranged 
that contractures will not occur. In the absence of 
sunlight, exposure is made to the rays of an ordinary 


INTERNATIONAL ABSTRACT OF SURGERY 


electric light bulb covered with red or yellow paper . 
No dressing of any sort is placed over the wound, 
and all secretion from it is gently sponged away with 
a 5 per cent solution of sodium bicarbonate. 

One of the great advances during the war was the 
recognition of the fact that mobilization rather than 
immobilization is the best treatment for articular 
lesions. 

In cases of sprains hot applications are indicated 
during the first few hours, and then the affected 
joint should be massaged and wrapped in adhesive 
in such a way that circulation and joint motion will 
not be impaired. Thereafter, the joint should be 
moved by the patient every two hours through a full 
range of motion, massage being given daily over the 
adhesive. In cases of sprained ankles and knees, 
walking should be insisted upon after the first 
period of massage. It is active motion, not passive 
motion, which promotes circulation, prevents organi- 
zation of the exudate, limits atrophy, shortens dis- 
ability, and restores the maximum of function. 

Synovitis may be cut short if the effused fluid is 
promptly aspirated and the joint actively moved 
every twc hours. Re-infusion after the first twenty- 
four to forty-eight hours is treated by re-aspiration. 
More than two aspirations are rarely necessary. A 
safe and simple method of aspirating the knee is to 
paint the outer part of the joint with iodine, push 
the patella as far outward as it will go so that it 
forms a sharp-edged surface like the eaves of a roof, 
and then insert just under the upper part of the 
overhanging patella, an aspirating needle of a caliber 
equal to that of the lead in a pencil. 

The therapy of dislocations consists of active 
mobilization rather than passive immobilization. 

In the treatment of fractures there are four R’s, 
namely, recognition, reduction, retention, and re- 
education. Of these, reduction and re-education are 
the most important. General anesthesia should be 
employed more often in cases of Pott’s fracture and 
in most cases of Colles’ fractures. The ideal splint 
is of the removable type. Molded plaster of Paris 
two-piece splints are best for permanent fixation. In 
cases of fractures of the extremities Thomas splints 
are best for transport. In every joint fracture the 
author removes the splint and begins massage the 
day after the reduction. He continues this daily, 
replacing the splint after each treatment. In cases of 
Colles’ fracture passive motion is begun on the third 
day and active to-and-fro wrist motion is permitted 
from the fifth to the seventh day. The anterior 
splint is removed in from seven to ten days and the 
posterior splint in from ten to fourteen days. In 
overlapping fractures of the radius and ulna, certain 
fractures of the os calcis and tibia, and all fractures 
of the femur (those of the neck excepted) in which 
there is overlapping of an inch or more, the muscula- 
ture is thick, or more than a week has elapsed, more 
than non-operative methods is necessary. The au- 
thor recommends skeletal traction in femur cases. 
In compound fractures the wound is the most im- 
portant consideration for the first three days, but 
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during that interval the advantages of provisional 
traction obtained with a Thomas splint or hanging 
a weight to the broken limb must not be neglected 
in order that muscular contraction and an increase 
of deformity may be prevented. 

Freperick Curistopuer, M. D. 


LEGAL MEDICINE 


Administration of Anzsthetics: Burden of Proof 
of Negligence on Plaintiff in Malpractice. 
Lowden vs. Scott (Mont.), 194 Pac., p. 488. 


The defendant caused an anesthetic to be ad- 
ministered to a patient preparatory to a surgical 
operation. The patient died from the effects of the 
anesthetic before the operation was begun. The 
evidence showed that the operation, which was for 
a comminuted fracture of both bones of the right 
forearm, had been delayed from time to time over a 
period of two or three weeks solely on account of the 
patient’s intemperance. The patient finally appear- 
ed at the hospital ‘‘more sober than he had been, 
but showing the effects of drinking,” and, accepting 
the advice of Dr. Scott, stayed there overnight, 
during which time the doctor got him in as good 
condition as possible under the circumstances. 

The court stated that a physician is not an 
insurer, and a malpractice case does not differ in its 
essentials from any other action for damages arising 
from negligence. The law does not presuppose that 
for every injury there must be recovery in damages. 
The standard of legal duty owed by the physician 
is the exercise of such reasonable care and skill as is 
usually exercised by physicians or surgeons of good 
standing of the same system or school of practice in 
the community in which he resides, with due regard 
to the condition of medical or surgical science at 
that time. 

There was no expert testimony in the case that 
the defendant’s action in causing the anesthetic 
to be administered indicated lack of ordinary care, 
skill, or diligence as required in malpractice cases. 
No presumption of negligence arose from the fact 
that it was dangerous then to administer the 
anesthetic, the evidence showing that the element 
of danger is present whenever a patient is anws- 
thetized. From the very nature of the case each of 
these ultimate facts required for its proof the 
testimony of an expert and in the absence of such 
testimony the case failed. J. A. CasTAGNino. 


Privileged Communications to Physicians Not 
Admitted in Action on Accident Policy. 
Maine vs. Maryland Casualty Co., Wisconsin 
Supreme Court, 178 N.W.R., p. 749. 


The day after he moved a heavy ice box a man in- 
sured under an accident policy was attacked with pain 
in the side and shortly afterward was attended by 
physicians, taken to a hospital, and operated upon. 
In an action on the policy after his death, some time 
later, the medical testimony showed that before he 
was taken to the hospital some of his physicians 
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diagnosed his condition as an infection of the gall- 
bladder. The operation disclosed, however, that a 
part of the omentum had become gangrenous in an 
area about the size of the palm of the hand. This 
portion was removed, but subsequently paralysis of 
the walls of the intestines developed and a secondary 
operation was performed. The distention of the 
bowels caused by this paralysis increased, and as a 
result thereof death occurred six days after the first 
operation. 

The testimony indicated that this condition was 
probably produced by twisting due to some violent 
physical strain on or of the patient’s body. There 
was evidence that the deceased had stated to his 
physicians that he had twisted himself at the time he 
moved the ice box, and that he attributed the sub- 
sequent pain to such twisting. The physicians 
further testified that considering the operative and 
autopsy findings and the statements made to them 
by the deceased relative to the moving of the ice 
box, they ascribed the cause of his death to such 
injury. 

A motion was made by the defendant to strike out 
the testimony of the physicians, which was granted. 
Thereupon the defendant moved for a directed ver- 
dict in its favor, which the trial court granted solely 
upon the ground that the only evidence of the acci- 
dent claimed to be the proximate cause of the deceas- 
ed’s death was the statements of the physicians and 
surgeons who were called to treat him, and as it was 
the opinion of the court that such testimony was 
incompetent because of the privilege of the Wiscon- 
sin statutes, there was no evidence to sustain the 
claim of the plaintiff to the effect that there was an 
accident within the meaning of the terms of the 
policy. In affirming this judgment the Supreme 
Court held that, while the patient may waive this 
privilege, there was no express waiver by him in this 
instance, and it could not be waived by the adminis- 
trators, executors, or personal representatives of the 
deceased, nor by any person standing in the position 
toward him as did the plaintiff beneficiary in this 
case (the widow of the deceased). 

It was unsuccessfully urged by the plaintiff, 
largely from the standpoint of the probable in- 
justice that would otherwise result in this instance as 
well as in similar situations, that under the facts it 
was intended by the insured that in his taking out 
such an accident policy there should be a waiver of 
such privilege. It was claimed that the very nature 
of the contract implied the anticipation that in case 
of accident the testimony of physicians or surgeons 
would be required in order to establish a right to 
recover, either for the insured himself in case of an 
injury not resulting in his death, or for the designated 
beneficiary in case such injury resulted in death, and 
that the contract of insurance expressly providing 
for the furnishing of proofs of death necessarily 
required the statements or evidence of physicians. 

It was held that the trial court was right in ruling 
that the information obtained by the medical wit- 
nesses while attending, prescribing for, and operating 
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upon the patient were excluded by the statute. 
Another ground of exclusion was that the testimony 
of the physicians in this case on all the other, points 
on which it was offered would have been of no avail 
and weight unless there could have been connected 
with such testimony the declaration of the deceased 
to these same physicians made some days sub- 
sequent to the accident that he injured himself by 
moving the ice box. Such declarations were held no 
part of the res geste, were hearsay, and inadmissible. 
Recitals of past events made by an interested 
person are no more admissible because made to 
physicians or surgeons, even when necessarily so 
made to obtain proper treatment, than if made to 
other persons. J. A. CAsTAGNINO. 


Steinhardt, L. A.: The General Rules of Law 
Governing the Compensation of Physicians 
and Surgeons. J. Am. M. Ass., 1921, Ixxvii, 98. 


If a physician or surgeon possesses and uses 
reasonable skill, judgment, and diligence such as is 
ordinarily possessed and employed by members 
of his profession, he is entitled to recover his com- 
pensation. 

It has been held in an Iowa decision that when in 
the treatment of a patient a physician is guilty of 
negligence which results in injury he is not necessari- 
ly precluded entirely from recovering compensation, 
but that the amount of his recovery, if anything, 
depends on the amount of injury suffered because 
of his negligence. On the other hand, it has been 
determined in New York that he may not recover 
for visits to a patient in the course of which he 
treated a broken limb when he had been guilty of 
malpractice as the court held that the implied 
contract for services was not severable but entire. 
The Tennessee courts have decreed that the surgeon 
is not required to possess or exercise the highest 
degree of skill, provided the operation is beneficial 
to the patient, even though it might have been 
performed more successfully by some one else. 

In some parts of the United States the so-called 
“no cure, no pay” agreement is in effect. When 
such an agreement exists between the physician and 
the patient, the courts have uniformly required the 
physician to adhere to his bargain. 

It is, of course, customary for the physician to 
render his services only on the request either of the 
prospective patient or of some intimate member of 
his or her family. When the patient himself solicits 
the services he incurs the liability for compensation. 
When the services are solicited by a parent for a 
child, it is the obligation of the parent to pay for the 
services rendered. 

When the services are directly rendered to an adult 
at the request of another adult, the charge is properly 
made against the individual to whom the services 
are rendered, but there is an obligation cognizable 
at law whereby the individual soliciting the services 
may be held to have obligated himself to pay 
therefor. Whether in rendering his bill to the person 
to whom the services were rendered the physician 


thereby waives any claim against the person who 
solicited his services is a subject on which the courts 
are not in accord. It would seem, however, that if a 
relationship of consanguinity exists, the person 
soliciting the services assumes the obligation to pay 
therefor. In the absence of a definite understanding 
the practitioner should assure himself as to the 
person who assumes the obligation to pay for the 
services. He may otherwise find himself in con- 
siderable difficulty if he should discover it necessary 
to litigate his claim. 

One class of cases in which no obligation is 
imposed upon the person soliciting the services are 
those in which emergency services have been ren- 
dered to an unconscious person by a physician or 
surgeon at the request of a third party who bears 
no relationship to the patient. The patient treated 
under such circumstances is, of course, liable for 
the reasonable value of the services rendered, and 
in the event of his death, his estate is properly 
chargeable with such compensation. 

The established standard of value of a physician’s 
or surgeon’s services is the customary charge of 
physicians or surgeons for like services in the same 
locality or neighborhood. It is generally accepted 
that a physician need not prove the value of his 
services to the defendant, but that the ordinary and 
reasonable value of like services will be deemed 
sufficient. 

It is, of course, unnecessary for the practitioner 
to prove the existence of an express contract for 
compensation as the law implies that a promise by 
the patient to pay a reasonable sum for the services 
rendered arises from the mere act of employment 
itself. The proof of the reasonableness of the charge 
is not sufficient, however, when the patient is able 
to show that prior services were rendered by the 
physician for a less charge and that no agreement 
increasing the rate of compensation was made. 

While it is a well-established and recognized 
practice, particularly with surgeons, to be guided in 
their charges by the financial ability of the patient 
to pay, proof of such financial condition is inadmissi- 
ble and the surgeon will be called upon to prove the 
reasonableness of his charge, irrespective of the 
patient’s financial status. Recovery for the per- 
formance of an operation is not limited to a sum 
commensurate with the labor performed and the 
surgeon’s skill or responsibility as the jury may 
take into consideration also the exhausting study, 
the time consumed, and the expense incurred by 
the surgeon in acquiring his professional knowledge 
and skill. 

Expert witnesses are competent to testify as to 
the value of the medical man’s services in an action 
to recover therefor, and such testimony stands on 
the same plane as testimony in other cases and is 
to be weighed by the jury in coming to a conclusion 
as to the value of the services rendered if it is 
satisfied with it. The jury is not bound by the 
expression of opinion of expert witnesses on such a 
question, and the testimony of such experts is not, 
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as a matter of law, conclusive on the jury. Asa rule, 
however, when the experts are men of standing in 
the profession and do not palpably exaggerate the 
value of the plantiff’s services, juries are inclined 
to accept their testimony as fixing a reasonable 
value. The practitioner may be allowed to prove 
that a patient required unusual attention, and if he 
establishes this fact by adequate proof, he may be 
allowed compensation for operations and time 
spent in addition to his regular visits. 

On the question as to what the patient inferen- 
tially promised to pay, the physician may show his 
customary charges to other persons in the vicinity, 
and state that his rates were known generally and 
known by the patient. It may be said that the 
value of professional services may be proved by 
usage, but such usage must be shown by expert 
testimony regarding the value of the services or the 
customary rule of compensation. 

The patient is not liable to the physician for other 
than reasonable compensation when a successful 
experiment has been tried by the practitioner, even 
though very great skill may have been exercised and 
unusual attention given, as a patient is not liable 
for extraordinary services in the way of experiments. 

The patient is entitled, on demand, to a specific 
bill of the medicines and attendance for which the 
physician claims compensation. In the matter of 
the number of visits, the physician is deemed the 
best and proper judge, and in the absence of proof to 
the contrary, the court will presume that all of the 
professional visits made were deemed necessary and 
were properly made. 

The question as to whether or not medical services 
were rendered gratuitously is one for the jury, and 
even when there is distinct evidence tending to show 
that the services were rendered gratuitously, it has 
been held that such evidence constitutes no legal bar 
to recovery, but should be submitted to the jury for 
its determination. J. A. CasTaGnino. 


Duty As Between Patients—Liability of Mining 
Company. Virginia Iron, Coal & Coke Co. et al. vs. 
Odle’s Administrator (Va.), 105 S.E.R., p. 107. 


The Supreme Court of Appeals of Virginia re- 
versed a judgment for $5,000 damages which the 
plaintiff’s administrators recovered against the 
defendant company and a physician employed by it 
to attend its miners, dismissed the case as to the 
company, and remanded it for a new trial as to the 
physician. 

It appeared that the miner, whose name was Odle, 
was taken sick Sunday, Oct. 13, 1918, and sent for 
the physician on Monday. The physician sent 
medicine, but to daily requests for attendance 
replied that he could not travel 5 miles to see Odle on 
account of the many cases of sickness in the camp 
which required his attention. He visited Odle 
October 20, however, examined him, and gave him 
a prescription. Odle died October 24. 

The jury was instructed that the right to damages 
was based on the failure of the physician to visit 


Odle after repeated requests to do so until the sixth 
day after the first request. If Odle was entitled to 
the services of the physician, if visits of the physician 
were requested and were reasonably necessary, if 
it was reasonably possible for the physician to 
visit Odle within the mentioned time, and if the 
physician had reasonable grounds to believe that 
Odle was or might become seriously ill and was apt 
to die unless he had speedy medical attendance, his 
duty to Odle was paramount to his duty to all other 
patients except those who were equally entitled to 
his services and in equal danger if they were not 
attended. 

However, if it be conceded that the hypothesis was 
justified by the evidence and was not misleading, the 
court held that it could not state as a matter of law, 
as the instruction did, that the duty of a physician to 
a patient critically ill is paramount to his duty to 
other patients who are also ill, unless the latter are 
in “equal danger.” Physicians cannot always 
measure or compare the degree of danger of one 
patient with that of another, and this is especially 
true in cases of pneumonia. The condition of the 
different patients would be a proper element, and a 
very important one for the physician to consider, 
but in the final analysis the determination of the 
question of what the physician ought to do under 
such circumstances must be determined in large 
measure by his own judgment. What the jury had 
to determine was whether he exercised that judgment 
in good faith. If there was any doubt as to whether 
or not he exercised good faith in the determination 
of his duty, it was a proper subject for inquiry and 
investigation on the testimony of other physicians 
who had been informed of the situation and the 
surrounding circumstances, or on other evidence 
showing or tending to show a lack of good faith. 
The court was unable to state as a matter of law, 
however, that “equality of danger” is a test to de- 
— the duty of a physician in a case of this 

ind. 

In an instruction the jury was told that if it 
believed that, during the week beginning October 13 
there were only six or eight cases of pneumonia re- 
quiring the care of the physician, and these or other 
serious cases, equally entitled to his services, did not 
require his constant attention, then it was the 
physician’s duty to make every reasonable effort to 
visit Odle during that week; and that if it believed 
that he could have done so without endangering the 
lives of the patients who were equally entitled to his 
services, without extra pay to him, then it was his 
duty to do so without regard to other patients who 
had to pay extra to secure his services and who were 
not in a very serious condition. For any failure in 
this regard both he and the defendant company 
would be liable if such failure directly contributed 
to Odle’s death without fault on his part or on the 
part of those attending him. 

In the opinion of the court the facts proved did not 
establish any liability of the coal company. The 
physician did not occupy the position of agent in the 
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usual sense of that term, nor could he be called a 
servant of the company. The position of the physi- 
cian was rather that of an independent contractor. 
This fact, however, would not excuse the company 
from liability for his acts or neglect if the company 
was under a contractual obligation, not merely to 
employ a competent physician, but also to furnish its 
employee skillful medical treatment in case of 
sickness. There was no express contract between the 
company and its employees. It made monthly 
deductions from their pay, and they understood the 
agreement on the part of the company to be that, 
in case of sickness, the miner was to receive the care 
and attention of the “company doctor” free of 
charge. If the business was not conducted for profit, 
but only for the betterment of the service, the 
advantages were mutual, and unless the employer 
contracted for a different service, it ought not to be 
held to any greater liability than ordinary care in the 
selection and retention of the physician. 
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Physicians, surgeons, and medical hospitals opera- 
ted for profit hold out to the world their capacity to 
furnish skillful medical and surgical treatment and 
are liable for the malpractice and negligence of them- 
selves and their employees. A mining corporation, 
however, is engaged in an entirely different business. 
Its officers and managers are not skilled in medicine 
and surgery, and if they employ a physician or 
surgeon, they cannot supervise the details of his work 
or the manner of its excution. They have not the 
capacity to do so. For a consideration, the company 
may enter into a contract with its employees to fur- 
nish medical attention at all times during their service. 
Such a contract is not beyond the powers of the 
corporation, and if entered into, the corporation is 
bound by it and obliged to respond in damages for 
its breach. When such contract is made the com- 
pany is bound for the malpractice and negligence of 
a physician employed by it, but such a contract 
must be proved. J. A. CasTaGNINno. 


GYNECOLOGY 


UTERUS 


Nyulasy, A. J.: The Supports of the Uterus. 
Surg., Gynec. & Obst., 1921, xxxiii, 53. 


The author presents two propositions: (1) that 
the primary support of the uterus is its ligaments; 
and (2) that its secondary support is the pelvic 
diaphragm which tends to prevent undue stretching 
of the ligaments under the influence of intra- 
abdominal strain. 

An operation of looping the ligaments in cases of 
uterine prolapse is described as follows: 

Through an abdominal incision the uterovesical 
pouch is freely opened up and the bladder turned 
down from the uterus and vagina. The upper free 
margin of the surgical segment of the cardinal liga- 
ment is defined and the ligament bluntly dissected 
from the posterior layer of the broad ligament. 
A threaded curved-pedicle needle is then passed 
under the lower margin of the ligament, a loop of the 
ligament is drawn forward by the suture, and the 
base of the loop is sewed down to the lateral wall 
of the uterus. C. H. Davis, M.D. 


Thorning, W. B.: Uterine Prolapse: Permanent 
Fixation by Fascial Flaps. J. Am. M. Ass., 1921, 
Ixxvii, ror. 


The method described will be found to have a very 
limited field of usefulness. There is a certain type 
of woman in whom this fixation will prove more 
generally satisfactory than any other method. This 
is the woman with the typical enteroptotic figure, 
with slightly stooping shoulders, flat chest, flabby 
breasts, pot belly, and broad hips. In _ such 
women the entire muscular system is soft and flabby, 
the uterine ligaments are relaxed and attenuated, 
and the entire pelvic diaphragm presents the ap- 
pearance of having been torn loose from its attach- 
ments. The author’s method is as follows: 

An ordinary transverse incision, which for the 
most part is below the upper margin of the pubic 
hair line, is carried through the skin and sub- 
cutaneous tissues and the aponeurosis of the rectus 
muscles. The upper flap is then separated from the 
muscles upward for a distance of 3 in. or as much 
more as is necessary to provide working space. The 
transverse incision in the fascia of the rectus muscles 
should be not less than 114 in. nor more than 2 in. 
above the pubic symphysis. The rectus muscles 
are then separated and the peritoneum is opened in 
the usual way. Through this incision any necessary 
pelvic work is done. The fundus is then grasped 
with volsella and the rectus muscle retracted in the 
opposite direction while the round ligament is 
attached to the parietal peritoneum of the anterior 
abdominal wall on each side with a running suture 


of plain gut. This step in the procedure is not taken 
with the idea of securing additional support, but for 
the purpose of shutting off the pelvic cavity below 
the point of fixation. The peritoneum is closed with 
a running suture bringing it snugly around the fundus, 
and the rectus muscles are brought together with 
interrupted sutures as nearly to the fundus as 
possible. 

Next, a strip or tongue from 1 to 1% in. wide is 
split from the middle of the upper fascial flap. The 
fundus is then transfixed with a scalpel which 
carries the incision from one side to the other; the 
incision is placed as deeply as possible without 
entering the uterine cavity The strip of fascia 
is carried through the incision in the fundus and 
sutured to the point on the lower fascial flap 
where it was originally divided. The divided fascia 
is then reunited with interrupted chromic catgut 
sutures and the skin is closed in the usual manner. 

Some variation m placing the incision in the 
uterine wall will be necessary according to the 
degree of mobility present. When there is great 
relaxation, it can be carried down the anterior wall 


Parietal peritoneum sutured to round tig 


_ Fig. 1. Running suture of plain gut attaching round 
ligaments to capa peritoneum; inset, suture completed. 
(Illustration by courtesy of Journal of American Medical 
Association.) 
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Fig. 2. Rectus muscles brought together; incision 
through fundus; tongue of fascia split from upper flap. 
A, relation of incision to uterine cavity. (Illustration by 
courtesy of Journal of American Medical Association.) 


may extend as low as the uterovesical fold of the 
peritoneum. In two cases the bladder was dissected 
loose from the anterior wall, and the fascial flap 
brought out through the cervical portion, the bladder 
being transplanted by tacking sutures to the anterior 
fold of the broad ligament. 

A little experience will enable one to estimate 
with considerable accuracy the location of the 
incision through which the necessary degree of 
support will be obtained. E. L. Cornett, M.D. 


ADNEXAL AND PERI-UTERINE CONDITIONS 


Mahle, A. E.: Adenomyoma of the Fallopian Tube. 
Surg., Gynec. & Obst., 1921, Xxxiii, 57. 

The author gives a careful review of the literature 
and the principal hypotheses advanced as to the 
origin of adenomyomata of the fallopian tube. 
Chiari, in 1887, concluded that 6 of 760 specimens 
with tubal swellings examined postmortem were 
not tumors in the strictest sense of the term, but in 
reality products due to a chronic catarrh of the 
genital system. Von Recklinghausen, in 1896, 
completely overthrew the generally accepted hypo- 
thesis of the muellerian-duct origin of tubal adeno- 
myoma and advanced the theory that adenomyomata 
of the fallopian tube originate in the wolffian body as 
in 27 cases the histologic picture resembled that of 
the embryonic kidney. In only 2 instances was he 
able to trace any relation of the adenomyoma to the 
mucosa of the tube. The first case he explained as 
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due to a rupture of the gland into the tube lumen, 
and the second, as a continuation of a union between 
a wolffian duct and a muellerian duct. 

Kossmann, in 1897, demonstrated that the tube 
could supply gland elements and stated that in a 
small number of cases he found glandular inclusions 
in a tubal adenomyoma derived from accessory 
tubes. He therefore advanced the hypothesis that 
such adenomyomata arise from the accessory 
muellerian ducts. 

Von Franque, in 1900, and Meyer, in 1903, showed 
that the epithelial structures of tubal adenomyomata 
are derived from mature mucous membrane by a 
process of inflammation. Many of their cases were 
associated with tuberculous and gonorrhceal sal 
pingitis, hydrosalpinx, and ovarian disease. 

Maresch, in 1908, investigated the origin of 
what he termed “salpingitis isthmica nodosa,” or 
adenomyomatous structures in the tubal angle. 
By serial sections and by injecting the tubes he 
showed the origin of the adenomatous structures 
to be mature tubal epithelium. In some tubes 
which showed an extensive glandular infiltration 
of the tube wall he was able to trace but one point 
of origin from the tubal mucosa. This explains why 
in a certain percentage of cases no origin can be 
determined. 

Cullen, in 1908, demonstrated that a wolffian or 
muellerian duct cannot be the origin of uterine 
adenomyoma. 

From January, 1910, to July, 1920, there were 
4,189 fibromyomatous uteri removed at operation 
in the Mayo Clinic: 332 (7.9 per cent) contained 
adenomyomata and 23 of these contained adeno- 
myoma of the fallopian tube. The percentage of 
adenomyomata (7.9 per cent) is somewhat higher 
than that reported by Cullen in 1908 (5.7 per cent) 
and that reported by MacCarty and Blackman in 
1919 (6.43 percent). In 14 (60.8 per cent) of the 23 
adenomyomata of the fallopian tube Mahle was 
able to trace a direct origin from mature tubal 
epithelium. In 6 cases, adenomyomata and tuber- 
culous salpingitis were associated. In these the 
tuberculous granulation tissue in the tube lumen 
could be traced into the tube wall surrounding the 
adenomatous structures. In 3 cases no direct 
continuation from the tubal mucosa could be 
demonstrated, but serial sections through the entire 
tube on the uterine side showed the absence of any 
gland structure. From this it was concluded that 
the point of origin was most probably the tubal 
mucosa, but because of the inadequacy of methods 
of sectioning no direct point of origin from the tubal 
mucosa could be found. These latter cases are 
perhaps similar to those reported by Maresch. 

Of the 23 cases reported, 5 were associated with 
acute salpingitis, 6 with tuberculous salpingitis, 1 
with hematosalpinx, 1 with hydrosalpinx, 1 with 
ectopic pregnancy, and 1 with papillary carcinoma 
of the ovary. All the specimens examined showed 
some evidence of an inflammatory reaction ranging 
from a moderate lymphocytic infiltration in some 
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parts of the tube to an acute purulent salpingitis. 
Other signs of pelvic inflammation were found in the 
remainder of the cases. 

Grossly, these tumors are situated in the proximal 
end of the tube and isthmus and appear as small 
swellings varying from a slight, scarcely noticeable 
thickening of the wall of the tube to a mass 1 cm. 
to 2 cm. in diameter. As a rule, the process is 
circumscribed, although in 1 case it extended 
through the entire length of the tube. 

Twelve (52.1 per cent) of the adenomyomata 
were bilateral, 7 (30.4 per cent) were on the right 
side, and 4 (17.4 per cent) on the left. 

The average age of the patients was 371% years. 
The eldest was 64 and the youngest 17 years. A 
history of previous pelvic infection was given in 34.7 
per cent of the cases. Eighteen (78.25 per cent) of 
the patients had never given birth to living children, 
and 15 (65.2 per cent) had never been pregnant. 
Only 2 of the 33 patients had had apparently 
normal pregnancies. Ninety-one and three-tenths 
‘per cent of the patients had abdominal pain, and 
43.4 per cent complained of a vaginal discharge. 
The average duration of symptoms was 31.3 months. 

Histologically the glandular structure of tubal 
adenomyomata is immediately surrounded by 
smooth muscle fibers. The cellular mantle so com- 
mon in uterine adenomyomata is either absent 
entirely or very thin. 

In conclusion the author states that the term 
“tubal adenomyoma” is correctly applied to 
adenomyomata arising in the tube, that they are 
in every case associated with an inflammatory 
condition, and are most probably end-products of 
the process of inflammation. There is some re- 
lationship between sterility and the presence of 
adenomyomata of the fallopian tube. 

J. E. StrutHers, M.D. 


Cottalorda, J.: Hydatiform Moles, Chorio-Epithe- 
liomata, and Corpus Luteum Cysts of the 
Ovary: Etiological, Clinical, and Operative 
Relationships (La mole hydatiforme, le chorio- 
épithéliome et les kystes lutéiniques de l’ovaire: 
tapports étiologiques, cliniques et opératorires). 
Gynéc. et obst., 1921, iv, 119. 


_ The author made a statistical review of the 
literature to determine: (1) the percentage of 
hydatiform moles which degenerate into malignant 
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chorio-epitheliomata; (2) the number of cases of 
chorio-epitheliomata in which there is a history of 
hydatiform mole; (3) the relation between chorio- 
epitheliomata, hydatiform moles, and corpus luteum 
cysts of the ovaries; and (4) the importance of the 
presence of corpus luteum cysts as an indication 
for operation. 

He found that 9 per cent of hydatiform moles 
degenerate into malignant chorio-epitheliomata 
and that a history of hydatiform mole is given in 50 
per cent of the cases of chorio-epithelioma. Bilateral 
corpus luteum cysts are present in 59 per cent of the 
cases of hydatiform mole and in 9.4 per cent of the 
cases of chorio-epithelioma. Corpus luteum cysts 
are intimately related to moles and chorio-epithe- 
liomata in both etiology and evolution. The presence 
of a hydatiform mole with corpus luteum cysts is a 
definite indication for total hysterectomy and 
ovariotomy. The presence of a mole without corpus 
luteum cysts should indicate curettage and close 
observation afterward so that a hysterectomy may 
be performed later if hemorrhages or cysts develop. 

Loyat E. Davis, M.D. 


EXTERNAL GENITALIA 
Bérard, L. and Dunet, C.: Multiple Cysts of the 
Vagina of Wolffian-Duct Origin (Kystes mul- 
tiples du vagin d’origine wolffienne). Gynéc. et obst., 
1921, iv, 89. 

The majority of vaginal cysts arise from embry- 
onic rests which are stimulated to activity during the 
period of gestation. This etiological theory appears 
to be the only satisfactory single explanation of the 
usual case. 

Certain rare vaginal cysts arise from embryonic 
rests derived from the muellerian ducts, but those 
which are more common arise from embryonic in- 
clusions which are part of the wolffian ducts. The 
particular embryonic origin of these tumors may be 
determined from the character of the epithelial 
lining of the cyst walls. Pavement epithelium de- 
notes a muellerian-duct origin whereas unistratified 
cylindrical epithelium, which at times may be 
ciliated, is characteristic of wolffian-duct origin. 

The authors removed a vaginal tumor consisting 
of a principal and two accessory cysts. From micro- 
scopic examination of the cyst wall, they concluded 
it originated in an embryonic rest derived from the 
Wolffian ducts. Loyat E. Davis, M. D. 
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PREGNANCY AND ITS COMPLICATIONS 


Killian, J. A., and Sherwin, C. P.: Some Chemical 
Studies in Normal and Abnormal Pregnancies. 
Am. J. Obst. & Gynec., 1921, ii, 6. 


The authors reach the following conclusions: 

1. Low values for non-protein and urea nitrogen 
are found in normal pregnancy. The urea nitrogen 
constitutes about 44 per cent of the non-protein 
nitrogen. There is no variation in the uric acid, 
creatinine, chloride, or sugar concentration of the 
blood of normal pregnant women from that observed 
in non-pregnant women. A slight decrease in the 
carbon-dioxide combining power of the blood plasma 
characterizes the last months of normal pregnancy. 

2. The chemical changes noted in the blood in the 
nephritic toxemias are typical of impairment of 
kidney function in general. There is an increase in 
non-protein and urea nitrogen, and more than 50 per 
cent of the non-protein nitrogen is in the form of urea 
nitrogen. Some of the clinical symptoms also point 
toa moreor less severe nephritis. At most, only slight 
improvement follows the emptying of the uterus. 

3. Analogous chemical changes are found in the 
blood in pernicious vomiting, postpartum eclampsia, 
and eclampsia associated with pregnancy. The 
non-protein nitrogen is markedly increased whereas 
the urea nitrogen is at the low normal limit or 
decreased, constituting 15 to 38 per cent of the non- 
protein nitrogen. There is a definite increase in uric 
acid due to impairment of renal function. In some 
cases the disturbance of the kidney function results 
in retention of urea nitrogen in addition to the uric 
acid. In this type of toxemia the involvement of 
renal function is a result of the toxemia. A 
moderate or severe acidosis is observed in all cases. 
In most instances evacuation of the uterus is followed 
by prompt improvement as judged from the clinical 
standpoint and the chemical composition of the 
blood. E. L. Cornett, M.D. 


Caldwell, W. E., and Lyle, W. G.: The Blood 
Chemistry in Normal and Abnormal Preg- 
nancy. Am. J. Obst. & Gynec., 1921, ii, 17. 


In 34 cases of eclampsia and toxemia of pregnancy 
there were 26 typical eclampsias; 3 other patients 
were admitted to the hospital in coma without 
convulsions and were considered to be suffering from 
uremia; 4 were considered to be pre-eclamptic; and 
I was an epileptic with toxemia during pregnancy. 

In this series death occurred in every case in which 
there was high retention of all the blood constituents 
indicating marked kidney insufficiency. In some 
cases the kidneys were only slightly involved, as 
shown by the fact that the blood taken two days 
postpartum was practically normal. 


The importance of a high creatinine retention in 
denoting kidney insufficiency is well demonstrated 
by the authors’ tables. Frequently it accompanies 
high retention of other nitrogenous waste products, 
but occasionally the creatinine and the uric acid are 
the only constituents of the blood which are definite- 
ly increased. Of 9 patients with creatinine above 3 
mg. 5 died and 2 subsequently developed chronic 
nephritis. The remaining 2, when seen thirty months 
later, had had normal pregnancies and showed no 
signs of nephritis. Altogether there were 9 deaths, 
and in 5 of these cases the creatinine values were high. 

In the entire series, both in the pre-eclamptic 
condition and in eclampsia, there was high retention 
of uric acid, but in none of the cases in which the 
uric acid returned to normal early in the convales- 
cence are there now any signs of nephritis. When 
the uric acid remained high throughout the obstet- 
rical period, especially if there was a high creatinine 
retention, the patient had chronic nephritic when 
heard from thirty months later. The following 
conclusions are reached: 

1. In normal pregnancy as compared with the 
non-pregnant state we find a low total of non-protein 
nitrogen, low urea nitrogen, and a very low ratio 
of urea nitrogen to the total non-protein nitrogen. 

2. The excretory nitrogenous constituents in the 
maternal and the foetal circulations at the end of 
labor are practically identical. 

3. A definite retention of uric acid in the blood at 
the end of labor is found only in abnormal cases. 

4. The blood pictures in eclampsia and toxemia 
of pregnancy are interpreted most readily in terms of 
kidney insufficiency. 

5. The significance of a given blood picture can 
be defined only in the light of the clinical conditions 
at the exact time when the blood was taken. 

6. Marked kidney insufficiency, indicated by high 
retention of nitrogenous waste products, indicates 
a very grave prognosis. 

7. High creatinine retention seems to indicate 
a serious prognosis. 

8. When the nitrogenous constituents do not 
return to normal early in the convalescence the 
prognosis for subsequent pregnancies is doubtful. 

9. A rapid return of the blood picture to nor- 
mal indicates a favorable prognosis for subsequent 
pregnancies. E. L. Cornett, M.D. 


Moore, E. C.: Abdominal Pregnancy with a Living 
Child. Surg., Gynec. & Obst., 1921, xxxiii, 65. 


Moore reviews 20 cases from the literature in more 
or less detail and then reports a case of his own. 
In every instance the mother and child left the 
hospital in good condition and lived some time 
thereafter. 
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The author’s case was that of a para-i, aged 29, 
who had been married for five years. The last 
menstruation occurred March 12, 1915, and lasted 
one day, though the usual duration was five days. 
About eight weeks later the patient suffered severe 
painin the lower abdomen which was more severe on 
the right side. This caused faintness and vomiting. 
The patient’s physician advised operation but she 
refused. 

The pain persisted with more or less severity, and 
occasionally was associated with a bloody vaginal 
discharge. At operation, performed by the author 
November 27, the placenta was found attached to 
the posterior surface of the right broad ligament and 
the child was discovered among the intestines 
behind the spleen. The placenta and broad ligament 
were removed en masse and a living female child 
weighing 5 lbs., 9 oz., was delivered. Both mother 
and child were well November 12, 1920. 

FREDERICK CHRISTOPHER, M.D. 


Blair, A. C.: A Case of Placenta Pravia Centralis 
with Spontaneous Delivery of the Child. Brit. 
M.J., 1921, i, 10. 


In the author’s experience of about 3,000 cases 
the frequency of placenta previa of the incomplete 
type was about 1 case in 350 while that of pla- 
centa previa centralis or the complete type was 
1 case in 800. Pinard is quoted to the effect 
that marginal placenta praevia is the most com- 
mon variety. The complication is rare in primi- 
pare but increases in frequency with the number of 
pregnancies. 

The general trend of opinion among obstetricians 
with regard to the treatment seems to be that on 
account of the dangers of unavoidable hemorrhage 
the pregnancy or Jabor should be terminated as 
soon as possible after the condition is diagnosed. 
A massive hemorrhage may coincide with the 
beginning of labor with considerable danger to the 
mother and child. Many obstetricians regard 
cesarean section as the operation of choice. When 
there is doubt as to the size of the pelvis and the 
relative proportions of the baby the author prefers 
version and extraction. With cephalic presentation 
and full dilatation, high or medium forceps ex 
traction may be done in the case of a multipara 
with an ample pelvis and proportionate foetal 
diameters. It is open to question whether cesarean 
section is justifiable in all cases of complete placenta 
previa. 

The case reported was that of a multipara in her 
eighth pregnancy at term. The position of the 
foetus was right occipito-anterior. At examination 
the os was found to be patulous and oozing blood. 
Palpation indicated placenta previa. As the patient 
refused hospital care, daily packing was done at her 
home. Hamorrhage had practically ceased on the 
second day, and on ‘the seventh day labor set in 
following a sudden gush of blood. Delivery occurred 
after fifteen minutes of labor. Moderate hemorrhage 
followed the precipitate birth of a male child, but 


was stopped by manual removal of the placenta 
followed by intra-uterine hot douches and pituitrin. 
Examination of the placenta explained the manner 
of the child’s delivery. The case was one of placenta 
previa centralis with thinning of the tissue near the 
insertion of the cord. At the latter point the 
pressure of the head had torn through. This occur- 
rence suggests the possibility of cephalic delivery in 
such cases with less danger to the child and mother 
than version because there would be less delay 
during the second stage. W. N. Row tey, M.D. 


Vogt, E.: The Development and Improvement of 
the Suprapubic Cz#sarean Section at the 
University Gynecological Clinic of Tuebingen 
(Ueber die Entwicklung und den Ausbau der supra- 
symphysaeren Schnittentbindung an der Univer- 
sitaets-Frauenklinik Tuebingen). Berlin: Karger, 
1921. 

The author first reviews the development of the 
technique of the suprapubic cesarean section at the 
gynecological clinic of Tuebingen since Sellheim’s 
day. The technique is as follows: 

With the patient in the Trendelenburg position, 
the abdominal cavity is opened by a transverse or 
longitudinal incision just above the symphysis 
pubis and the peritoneum is packed off with gauze. 
The peritoneum of the plica uterina is then split 
transversely for a distance of 7 to 8 cm. at the point 
where it goes over into the less loosely attached 
peritoneum of the anterior uterine wall. The 
peritoneum, together with the bladder, is now pushed 
downward by blunt separation as far as the external 
os of the uterus. The anterior wall of the cervix is 
opened at the point of greatest bulging and the evac- 
uation of the uterus accomplished by the Sellheim 
manceuvre or by means of forceps on the head. 
The incision in the uterus is closed with catgut 
sutures, this first suture line being reinforced with a 
continuous suture through only the superficial 
muscle layers of the cervix. 

The Trendelenburg position is recommended for 
every case. Practically all cases are operated upon 
under lumbar anesthesia induced with novocaine. 
Contra-indications to lumbar anesthesia are pro- 
lapse of the cord and eclampsia. Lumbar anesthesia 
has shown no disadvantages as regards its effect on 
the labor pains, the mother, or the child. The con- 
valescence is without incident. If sterilization of the 
patient is necessary it is easily accomplished in this 
operation. 

The author discusses in detail the various in- 
dications for the procedure described, with particular 
emphasis upon its advantages over the classical 
cesarean section and other methods. The intra- 
peritoneal cervical incision excels the extraperitoneal 
incision in many respects. Even in infected cases or 
those in which infection: is suspected, the cervical 
incision has a certain value but on the basis of his 
own experience the author is unable to state whether 
in this procedure the extraperitoneal or the intra- 
perineal method is better. There is no danger to the 
child. (Z). 
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Davis, E. P.: The Induction, Complicated by 
Hemorrhage, of Labor. Am. J. Obst. & Gynec., 
1921, ii, 1. 

The induction of labor has established its place 
among the most valuable operations of obstetrical 
surgery. At present in the cases of primiparous 
patients labor is rarely induced because of contracted 
pelvis, but is indicated when pregnancy is turning 
the scale against the patient’s general health and the 
saving of health or life may be hoped for if pregnancy 
is terminated. Such are cases of disease of the heart 
complicated by pregnancy, tuberculous infection 
complicated by pregnancy, toxic conditions not 
yielding to treatment, and profound disorder of the 
nervous system greatly aggravated by pregnancy. 

In the cases of multiparous women induction of 
labor is indicated more frequently. When the 
patient has had several difficult labors with children 
disproportionate to her pelvis; when, after having 
borne several children, the mother shows a tendency 
to go overtime; and when severe visceral disease is 
present, labor is often induced. 

In cases of placenta previa, labor may be induced 
to advantage when the situation of the placenta is 
such that rupturing the membranes alone will 
suffice to control hemorrhage through pressure by 
the presenting part. , 

In fulminant toxemia, with or without convul- 
sions, termination of labor is indicated only when the 
patient is practically in, and has largely completed, 
the first stage. Rupture of the membranes then will 
be followed by temporary cessation of the convul- 
sions, but these will return with increased violence 
when the uterus begins to act. 

Two methods at present are commonly em- 
ployed: the stimulation of uterine contractions by: 
(1) introduction of a foreign body within the 
uterus or by rupture of the membranes and de- 
creasing the quantity of amniotic liquid, and (2) 
the administration of drugs. 

It has been urged as an objection to the use of 
bougies that they may separate the placenta or 
pierce or wound the tissue at the placental site in 
such a manner as to cause hemorrhage. In this 
connection the author states that it can be readily 
understood that the placenta might be easily 
wounded by bougies if it is attached unusually 
low, and that any cause which produces uterine 
contraction in a toxic patient or one whose decidua 
is diseased may result in separation of the placenta. 
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Davis reports three cases of hemorrhage due to 
the use of bougies. In the first case a cesarean 
section was performed and a chorio-epithelioma was 
found. In the second case immediate cesarean 
section was necessitated by premature separation 
of the placenta. In neither case did the bougie 
cause the hemorrhage directly. In the third case, 
in which delivery was normal, no cause for the 
hemorrhage was discovered. In a fourth case, the 
bougie passed through the placenta but hemorrhage 
did not result. 

On the basis of his experience the author is in- 
clined to believe that while there is a possibility of 
serious hemorrhage, the use of bougies has been 
the most uniformly successful of any method em- 
ployed for the induction of labor as it produces 
labor more closely resembling spontaneous parturi- 
tion than any other. E. L. Cornett, M.D. 


Quante, J.: Personal Experiences with Symphyse- 
otomy on Primiparze and Multipare (Unsere 
Erfahrungen mit der Symphyseotomie bei Erst- und 
Mehrgebaerenden). Zentralbl. f. Gynaek., 1921, xlv, 
513- 

Twenty-four cases are reported. The technique of 
operation is not difficult. Injury of the soft parts 
was not observed. Severe injury involving the sacro- 
iliac synchondrosis also did not occur in any case, 
and in only two cases was there mild injury of 
these articulations. 

Of twenty multipare only eight had spontaneous 
deliveries. In the remaining twelve cases operative 
interference was required. In five cases version 
was necessary, in three because of failing labor pains. 
Forceps were applied seven times, once for eclampsia, 
once because of failing labor pains, and in the re- 
maining five cases because of failing heart tones. 

Of the four primipare three had spontaneous 
deliveries. In the other case the use of high forceps 
was necessary and resulted in severe injury of neigh- 
boring structures (laceration of the urethra which, 
however, was followed by uneventful healing). 

Of the twenty-four mothers one died of sepsis. 
One of the children died shortly after birth, and 
another, which was delivered by means of forceps 
applied to the sinciput, died with general convul- 
sions of the extremities. 

The puerperium in thirteen cases was entirely 
normal. In the remaining eleven there was moderate 
fever, and in two there was suppuration of the sym- 
physeal wound. No unfavorable results have fol- 
lowed. Kats (Z). 


GENITO-URINARY SURGERY 


ADRENAL, KIDNEY, AND URETER 


Kaiser, F. J.: Perirenal Urinary Cysts (Perirenale 
Urincyste). Zischr. f. urol. Chir., 1921, vi, 286. 


The fluid accumulations in the tissues surround- 
ing the kidney which are frequently described in the 
literature differ as regards their origin, localization, 
and contents, and have been variously named by 
different authors. Kaiser recommends classifying 
them according to their contents. He proposes that 
all extra-renal urinary accumulations be termed 
“nerirenal urinary cysts” and all other serum con- 
taining accumulations “perirenal blood or serum 
cysts.” 

In ruptures of true hydronephrosis the place of 
origin of the urinary infiltration into the perirenal 
tissues can be ascertained easily, but this is diffi- 
cult when the kidneys are otherwise normal. In 
difficult cases we must assume either an exudation 
of urine from the parenchyma or the presence of very 
fine intercommunications such as have occasionally 
been demonstrated. Kaiser reports an interesting 
case: 

The patient, a man aged 24 years, had been run 
over by a wagon. The right abdominal and lumbar 
regions were very sensitive to the touch but because 
of the patient’s relatively good condition he was 
treated at first conservatively. Improvement con- 
tinued until the twelfth day when there suddenly 
appeared in the right abdomen, in association with 
pain and vomiting, a fluctuating mass the size of a 
child’s head. Repeated punctures withdrew urine. 
Cystoscopic examination showed that no urine 
passed through the right ureter. The diagnosis be- 
tween hydronephrosis and perirenal urinary cyst 
was made by means of pneumoperitoneum. Ne- 
phrectomy verified the diagnosis. Recovery fol- 
lowed. 

The author states that probably the injury was 
followed first by a hemorrhage, and that the leakage 
of urine due to rupture of the ureter which had be- 
come necrotic in its upper end was secondary. 
Serious urinary infiltration was prevented by the 
fact that the urine was caught in the capsule pre- 
viously formed by the blood. 

In the diagnosis of perirenal urinary cysts, as 
shown by the case reported, it should be borne in 
mind that true hydronephrosis develops much more 
slowly than a perirenal urinary cyst. In injuries of 
the renal pelvis or the ureter the hemorrhage may 
be so insignificant that it does not become manifest 
by the ordinary routes. ; 

The prognosis as regards cystic encapsulation is 
more favorable the slower the accummulation of 
fluid and the later it appears after the injury. 

(Z). 


Gorasch, W. A.: Metastatic Hazmatogenous Ab- 
scesses of the Kidney (Die metastatischen haema- 
togenen Nierenabscesse). Verhandl. d. Wiss Ver. d. 
Aerzste d. St. Trinitatis-Krankenh., Petrograd, 
1920. 


In cases of bacteremia, which may have its origin 
in localized pus foci (panaritium, furuncles, car- 
buncles, etc.), metastatic hamatogenous abscesses 
of the kidney occasionally develop. These are 
found in the cortex where the Henle loops and capil- 
lary vessels are most abundant. The theory that 
trauma is essential for their development is incorrect. 
In the author’s opinion the rich vascularity of the 
kidney and renal congestion are of such greater 
importance. The filtration of bacteria through the 
kidney takes considerably longer than the filtration 
of fluids. |The greatest hindrance to the filtration 
of bacteria is in the renal cortex. 

Hematogenous abscesses must be differentiated 
from pyelogenous abscesses. Early diagnosis of the 
former is difficult on account of their cortical locali- 
zation, and frequently in practice is not made until 
the patient reaches the operating table, when per- 
foration into the pelvis or perirenal tissue has already 
occurred. 

The number of hematogenous metastatic ab- 
scesses of the kidney so far reported is very small. 
The author could find only 21. The diagnosis was 
made before operation in only 3 cases. The primary 
causes of infection were parasites, furuncles, car- 
buncles, tonsillar abscesses, suppurative parotitis, 
septic abortion, and gonorrhcea. The latent period 
between the primary infection and the development 
of symptoms of the renal abscess varied from two to 
six weeks. Cases have been described in which the 
primary focus was entirely healed at the time the 
secondary kidney involvement began. In one case 
reported by Israel the kidney symptoms began two 
— after the healing of a carbuncle on the 
neck. 

After reviewing the histories of the 21 cases the 
author reports a case of his own. The patient was a 
man 38 years of age who had a carbuncle of the neck. 
After a period of ten days he was seized with chills 
and fever, vomiting, and pain in the region of the 
right kidney. A few days later a swelling could be 
made out. Cystoscopic examination was normal. At 
operation a von Bergmann incision was made. An 
abscess having been found in the posterior lower 
quadrant, nephrotomy was done. The pus contained 
staphylococci. Staphylococcus vaccine therapy 
effected a cure. 

The clinical picture of the hematogenous metas- 
tatic abscess of the kidney develops rapidly under 
the picture of a general infection. Most frequently 
the condition is mistaken for influenza, typhoid 
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fever, appendicitis, pleurisy, pneumonia, or lumbago. 
Examination of the urine reveals nothing definite 
as the cortical abscess does not communicate with 
the urinary tubules. Slight albuminuria or cylin- 
druria cannot be considered as necessarily indicat- 
ing the presence of a renal abscess, but if the 
abscess ruptures into the renal pelvis its consti- 
tuents will, of course, be found in the urine. Cyst- 
oscopy also may be of great aid in the differential 
diagnosis. 

To the most important symptoms belongs pain 
in the region of the kidney which begins suddenly 
and with great intensity. This pain radiates to the 
corresponding parts of the upper abdomen and is 
constant. The latter fact speaks against renal colic. 
The most sensitive point is at the attachment of the 
eleventh and twelfth ribs to the spine. Here there is 
also hyperesthesia of the skin and muscular rigidity. 
Leucocytosis is present. Kidney function is usually 
normal. The pain has an intrarenal character. Jaffe 
has recommended exploratory puncture in doubtful 
cases. In the author’s opinion this should not be 
done as the abscess is often small and therefore 
difficult to strike. If the disease process spreads to 
the renal pelvis or the perirenal tissue the signs 
of pyelitis or paranephritis become evident. The 
diagnosis of a renal abscess on the right side is more 
difficult than that of an abscess on the left side as 
the former condition may be ‘confused with appen- 
dicitis or cholecystitis. 

When untreated, renal abscess usually leads to 
pyelonephritis. The earlier the operative inter- 
ference the more conservative it may be. Frequently 
in the early stages nephrolysis with opening of the 
abscess and drainage is sufficient. If there are 
multiple abscesses we must chose between nephrot- 
omy and primary nephrectomy. The latter pro- 
cedure, however, may be fatal if the other kidney 
becomes involved. In determining the indication 
for nephrectomy the patient’s general condition, 
the character of the infection, and the functional 
capacity of the other kidney must be considered. 

If operation is performed early the prognosis is 
not unfavorable. In cases of solitary abscess of the 
kidney opening up and drainage usually suffice. 
Primary nephrectomy is indicated in cases of mul- 
tiple, not circumscribed abscesses with marked 
infiltration but only if the other kidney is sound and 
there are no signs of a general infection. If the other 
kidney is not sound or if general infection is present 
a nephrotomy should be done. 

For the postoperative therapy silver preparations 
and vaccines are indicated. Especially in the pres- 
ence of a staphylohemia, vaccine therapy gives 
good results. HEssE (Z). 


Chute, A. L.: Some Hypotheses Regarding Renal 
Tuberculosis. J. Urol., 1921, v, 431. 


The author assumes that all tuberculous invasions 
of the kidney are hematogenous and secondary to a 
focus elsewhere in the body. In his own experience 
he has seen very few cases in which the infection 
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was spread by way of the lymphatic route from a 
focus in the chest or from the bladder through the 
ureter. 

The possibility that tubercle bacilli may enter the 
kidney by way of the blood stream from a previously 
existing lesion is universally accepted although there 
are certain objections to this hypothesis. One of 
these objections is that hawmatogenous infection 
would tend to involve both kidneys whereas in num- 
erous surgical cases of renal tuberculosis the lesion 
is unilateral. Bilateral involvement is present in 
only one case in seven. Chute states, however, that 
clinical observations made by him seem to reconcile 
these apparently contradictory facts and allow him 
to formulate, certain working hypotheses regarding 
the manner in which the infection occurs. 

In this connection he cites what were apparently 
two cases of tuberculosis of the kidney, both showing 
in the X-ray examination small calcified areas just 
under the capsule. These patients were operated 
upon, the calcified areas being scraped away, and 
both of them subsequently developed surgical tuber- 
culosis which made a nephrectomy necessary. In 
neither case were the symptoms or findings similar 
to those commonly noted in renal tuberculosis, nor 
did the kidneys, when exposed, have thé appearance 
characteristic of tuberculosis. It is the author’s 
opinion that if these patients had not been operated 
upon they would eventually have overcome the in- 
fection. 

Reference is made also to the case of a patient who 
complained of pain in the renal area and whose urine 
contained a few red blood cells and leucocytes but no 
tubercle bacilli. X-ray examination was negative. 
In a short time this patient was relieved of the pain 
and went on to complete recovery. Chute is of the 
opinion that this case was similar to the two others 
reported, but not so severe. 

The working hypotheses formulated by Chute are 
as follows: 

As anatomical evidence of old tuberculous proces- 
ses is frequently found in the apices of the lungs of 
persons who never showed definite symptoms of 
pulmonary tuberculosis, it is probable that incipient 
and very mild renal tuberculosis also is much more 
common than is generally believed. If the hama- 
togenous origin of renal tuberculosis is accepted, we 
must assume that the tubercle bacilli are brought in 
approximately equal numbers to both kidneys, that 
small cortical infections are common, and that in the 
great majority of cases these cortical infections are 
common, and that in the great majority of cases these 
cortical infections are overcome by the rich vascu- 
larity of the kidney, progressing to the stage where 
the condition is recognizable through the presence 
of pus in the urine only when the kidney is especially 
susceptible by reason of injury or some other 
cause. 

When pus is found in the urine the condition has 
reached an advanced stage and ordinarily cannot be 
cured in the sense that it can be brought to a stand- 
still before the kidney function has been destroyed. 
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The probability that this process will overcome both 
kidneys is one-seventh the probability that it will 
overcome one kidney. 

At least some of the patients who complain of 
dull pain in one loin and whose urine is sterile 
but contains a few blood cells and leucocytes are 
carrying on a struggle to determine whether a tuber- 
culous infection will overcome a slightly infected 
kidney or whether the kidney will overcome the 
infection. 

This last point has perhaps a practical bearing. A 
patient who is having occasional attacks of unex- 
plainable acute pain or of fairly constant dull pain 
in one loin and whose urine shows a little blood and a 
few leucocytes should be advised of the importance 
of rest and of building up his resistance as he may be 
dealing with an incipient renal tuberculosis which 
may be cured if proper care is given. 

J. THomas, M. D. 


André and Grandineau: Ureteral Reflux in the 
Second Kidney in the Course of Renal Tuber- 
culosis (Le reflux urétéral dans le second rein au 
cours de la tuberculose rénale). J. d’urol. méd. et 
chir., 1921, xii, 1. 

In almost all the cases of ureteral reflux in the 
course of tuberculosis which have been reported in 
the literature the phenomenon was noted on the 
tuberculous side only. In the three cases reported 
in this article and in two others which the authors 
found in the literature the reflux was into the non- 
tuberculous kidney. In no case was there tuberculous 
involvement of the kidney toward which the reflux 
occurred although in some there was evidence in the 
meatus and ureter that the tuberculous process was 
ascending. 

The authors discuss various theories regarding 
reflux and conclude that as a rule the lesions of the 
bladder produced by the tuberculosis of one kidney 
cause the reflux into the second ureter through 
anatomical and functional changes in the intra- 
parietal segment of the ureter and through the 
intensity of the contractions of the muscle of the 
bladder. In a bladder long exposed to tuberculosis 
the ulcerations may extend to the neighborhood of 
the healthy ureter, involve the lips of the meatus, and 
cause them to gape. This, however, is rare. As a 
rule the meatus remains intact in the midst of sur- 
rounding ulcerations although occasionally the latter 
have permeated the lower end of the ureter. In the 
latter type of case there may be destruction of the 
vesical fibers which, according to some authors, form 
a sort of ring around the ureter and aid in its 
closure. The tuberculous bladder is extremely 
irritable and its sudden violent contractions produce 
’ a sudden increase in the internal pressure while at 
the same time contraction of the sphincter offers 
an obstacle to the expulsion of urine. Both condi- 
tions are favorable to the production of a ureteral 
reflux. 

In one of the authors’ cases which came to autopsy 
the anatomical findings showed phenomena which 


clearly indicated ascending tuberculosis of the 
ureter. Ulceration and granulation were present in 
the lower part of the ureter in the absence of any 
sign of tuberculosis in its upper portion or in the 
kidney. The tuberculous infection was propagated 
from the first kidney by the descending route to the 
bladder and from there extended to the normal side 
by the ascending route. 

Ureteral reflux in the second kidney suggests the 
possibility that errors may arise in the interpretation 
of the results of ureteral catheterization. When 
tuberculosis is evident in one kidney and pus and 
bacilli are obtained from the other side, the presence 
of bilateral tuberculosis might be deduced when 
there was merely a reflux in the second kidney. 
Insuch cases, therefore, the possibility of a reflux must 
be borne in mind. To the usual signs the authors add 
that of pain in the second kidney due to ureteral or 
pelvic distention. 

In cases of slight reflux in the opposite kidney and 
absence of ureteral dilatation and pyelitis the remov- 
al of the diseased kidney in cases of unilateral tuber- 
culosis always results in a rapid amelioration of the 
bladder condition and cessation of the reflux into the; 
second kidney. 

When the reflux in the opposite kidney is marked 
and associated with ascending dilatation the bladder 
condition will not be improved by nephrectomy and 
the reflux will continue without diminution and 
endanger the second kidney. This condition is best 
treated by permanent lumbar drainage of the kidney 
pelvis, the drain being placed by a simple nephrot- 
omy. The authors have found this method of value 
to obtain complete vesical exclusion without ligating 
the ureter. It is advisable also to establish this 
drainage of the kidney pelvis before removing the 
tuberculous kidney, especially when the function of 
the non-tuberculous kidney is clearly diminished. 
If the function of the non-tuberculous kidney is very 
poor even a nephrotomy should not be attempted. 

W. A. BRENNAN. 


Hale, N. G., and Von Geldern, G. E.: Ureteral 
Diverticula. California State J. M., 1921, xix, 284. 


An American farmer, 37 years of age, gave a 
history of pain in the lower left quadrant of the 


abdomen about 1 in. from the anterior superior spine - 


which was associated at times with nausea and vom- 
iting and was first noticed about seven years ago. 
In all, he had had six attacks which were progressive 
in their severity. In the more severe attacks the 
sharp and colicky pain was associated with nausea, 
vomiting, a burning sensation, frequent micturition, 
and prostration which compelled the patient to re- 
main in bed for two weeks. 

Cystoscopy was negative. Ureteral catheteri- 
zation showed that the right side was free from 
obstruction, but the left was occluded about 10 cm. 
from the ureteral orifice. X-ray examination 
showed an ovoid shadow lying diagonally over the 
first sacral vertebra. The tip of the catheter was 
within this oval shadow. 


422 


The condition was diagnosed as an abnormally 
dilated ureter, probably congenital. The attacks of 
pain were thought to be due to kinking of the ureter. 

At operation, an appendix-like projection at- 
tached to the ureter by loose adhesions was found 
about 10 cm. from the bladder. This was ligated 
and removed. Louis Gross, M.D. 


Battle, W. H.: Removal of Stones from the Pelvic 
Portion of the Ureter. Brit. M.J. , 1921, i, 6. 


The operations described in the textbooks for the 
removal of stones from the pelvic portion of the 
ureter are devised with the intention of avoiding 
the peritoneum. Intraperitoneal direct incision of the 
ureter followed by closure of the opening has been 
practiced, but the results are not so good as those 
following the extraperitoneal method. The following 
types of operation are recognized at the present time: 

A. Extraperitoneal: (1) exposure of the lumbar 
segment of the ureter; (2) exposure of the whole 
length of the ureter; (3) exposure of the ureter at the 
brim of the pelvis and in its pelvic portion; (4) 
parasacral route for exposure of the pelvic segment; 
(5) vaginal route; (6) vesical route for calculi in the 
intramural portion of the ureter; and (7) trans- 
vesical route for calculi lying in the lower 2 in. of the 
ureter outside the bladder wall. 

B. Transperitoneal: (1) exposure of the ureter 
at the brim of the pelvis and its pelvic segment. 

Frequently, in attempting to locate the stone, it is 
advantageous to open the peritoneal cavity and 
explore the ureter with the finger. During the 
recent war the author operated upon three patients 
with symptoms of impaction of a urinary calculus 
in the pelvic portion of the ureter. 

The technique of operation consists in an oblique 
incision from midway between the anterior superior 
spine of the ilium and the umbilicus in the direction 
of the pelvic spine. The sheath of the rectus is 
opened and the muscle separated from the sheath and 
retracted inward. The posterior sheath and peri- 
toneum are incised and the viscera packed off with 
gauze. When the stone is located, the forefinger of 
the left hand is worked extraperitoneally directly to 
its location. If possible, the ureter is then elevated 
and incised longitudinally directly over the stone, 
care being taken to avoid any blood vessels. By 
this method there is less danger of breaking the 
stone. 

. The risk of peritonitis is practically nil as the 
opening into the ureter is made extraperitoneally. 
The incision into the peritoneum is closed with a 
continuous suture and the muscle is sutured over it. 
Any discharge which may appear during convales- 
cence is carried away through the lower part of the 
wound which is left open for the passage of a 
drainage tube or gauze drain. 

Another advantage of this method is that it 
permits examination of other organs that may be 
affected, such as the kidneys and appendix, and 
there is no resulting weakness of the abdominal wall. 

Mer te R. Hoon, M.D. 
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BLADDER, URETHRA, AND PENIS 


Young, H. H., and Wesson, M. B.: The Anatomy 
and Surgery of the Trigon. Arch. Surg., 1921, 
iii, 1. 

The anatomy of the trigon, particularly the 
trigonal muscle, is described in detail. The view 
that the “internal sphincter” is pulled open by the 
trigonal muscle has supplanted the belief that the 
opening of the “sphincter” is an inhibitory action. 
The present view is supported by endoscopic and 
cystoscopic studies and by the fact that obstruction 
to urination is generally followed by hypertrophy of 
the trigon with corresponding atrophy when the 
obstruction is removed. 

Occasionally following marked obstruction there 
is an undermining of the trigon, the hypertrophied 
muscle being dissected away from the bladder wall. 
On contraction it stands up as a ledge, dividing the 
bladder into two parts and preventing complete 
emptying. After this ledge is split the trigon is able 
to resume its normal function. If, however, the 
trigon has been completely removed, micturition is 
not normal as the bladder is not completely 
emptied. 

The trigonal muscle is composed of an extension 
of the longitudinal muscle layer of the ureters and 
their sheaths and is superimposed on the muscle of 
the bladder wall. The embryology and anatomy 
of the vesical orifice are described. It is shown that 
there is no true sphincter, the vesical orifice being 
closed by two loops or arcs of muscles, one arising 
from the internal circular layer and the other from 
the external longitudinal layer of the bladder wall. 
The trigonal muscle passes in the form of an arc 
through the weaker arcuate muscles at the vesical 
orifice, and on contraction mechanically pulls them 
open. When the trigon is removed, micturition is 
difficult and incomplete. On the removal of one-half 
of the trigon, the remaining half functions and the 
bladder can be emptied completely. This is true 
also when the trigon is split, but the functional result 
isnot so perfect. 

The study of the pharmacology of the trigon 
muscle shows that it is innervated by true sympa- 
thetic fibers as it contracts on treatment with 
epinephrin and ergotoxin. No parasympathetic 
nerve endings were found to be present as there was 
no response to pilocarpin or atropin. The tests with 
nicotine gave a response indicating the presence of 
ganglionic structures. The bladder muscle proper 
gave reactions to both sympathetic and parasympa- 
thetic nerves. From the evidence of pharmacologic 
and embryologic studies which show an origin and 
a nervous control different from that of the rest 
of the bladder, it is deduced that the trigonal 
muscle contracts independently of the rest of the 
bladder. 

The mechanism of urination was studied in a large 
series of cases with the cystoscope, from the urethral 
side and from inside the bladder through suprapubic 
cystotomies. In addition, endoscopic studies of the 
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opening and closing of the vesical orifice were made. 
The action of the trigonal muscle was confirmed in 
every instance. When viewed from the urethra the 
vesical orifice was found to be pear-shaped instead 
of circular, and showed the sluggish lateral move- 
ment of the sides of the orifice, with the quick down- 
ward pull of the base, or trigonal muscle. When 
viewed from within the bladder the trigonal muscle 
was observed to contract and the vesical orifice to 
open, this being followed by normal voiding. 

The changes in the trigon secondary to renal 
tuberculosis are described and six cases showing the 
various stages are cited. It is found that tuberculosis 
may produce not only marked thickening, but also 
shortening of the ureter, which in turn may cause 
traction on the vesical end of the ureter and trigon 
leading to invagination of the margin of the ureteral 
orifice. This elevates the trigon on that side, leaving 
the bladder depressed around it. 

Tubercle bacilli from the ureter find easy lodge- 
ment in these vesical pouches, while the greatly 
elevated ureteral ridge and trigon remain uninvolved. 
Ulceration may lead to undermining of the trigon 
and its separation from the bladder, as occurred in 
one case in which it was found floating, being attach- 
ed only at the corners. In this instance it was cut 
loose and later removed through a cystoscope, but 
the patient thereafter had a small amount of residual 
urine. Urination is apparently normal as long as the 
trigon is not detached, but when the trigon becomes 
dissected free from the bladder muscle, micturition 
is less free and residual urine is present. If adhesions 
have been formed between the diaphragm and the 
kidney the shortened tuberculous ureter, on respira- 
tion, causes the trigonal ridge to play back and forth 
ge invaginated ureteral orifice like a piston 
rod. 

Trigonal obstruction simulating hypertrophy of 
the prostate is discussed and numerous cases are 
described in which an obstruction at the vesical 
orifice caused hypertrophy of the trigon which was 
diagnosed as enlargement of the prostate. The 
trigon here acts as a great transverse dam on the 
floor of the bladder behind the vesical orifice which 
prevents the passage of urine. A diverticulum 
holding from 250 to 300 c.cm. of urine may be formed 
in cases in which the obstruction has persisted 
sufficiently long to cause pouch formation back of 
the hypertrophied trigon or an undermining of the 
trigon. In such a case, removal of the barrier is not 
sufficient to restore the normal function of the 
bladder as the trigon acts as a septum shutting 
off the flow of urine through the prostatic urethra. 
The valve-like effect of the undermined trigon must 
then be destroyed. Irrespective of the degree of 
hypertrophy, the force of the contraction of the 
trigonal muscle dissected partly free from the 
bladder wall is not properly applied to help in 
the opening of the vesical orifice. 

The surgery of the hypertrophied trigon is dis- 
cussed and eight detailed reports illustrating the 
various conditions and methods of treatment are 


given. The obstruction can be attacked by the intra- 
urethral, perineal, and suprapubic routes. In fairly 
slight hypertrophies the trigon and median bar may 
be caught in a punch devised by Young and excised. 
For more marked hypertrophies Young has con- 
structed a “cystoscopic trigonotome,”’ to divide the 
trigon either through the urethra or through a per- 
ineal incision. The operation of choice in severe 
hypertrophy is a suprapubic cystotomy with splitting 
of the trigon with the scalpel or scissors. Hamor- 
rhage is controlled by sewing the cut edges with a 
continuous suture of chromic catgut. 

In order that the function of the muscle may be 
preserved, the destruction of the muscle must be 
reduced to the minimum. The ideal in all cases is to 
restore the base of the bladder to its original con- 
dition as far as possible, removing the obstruction 
and its accompanying pouch, but leaving a maximum 
amount of uninjured trigonal muscle. The experience 
of the authors is that with the removal of all vesical 
obstructions and preservation of a maximum amount 
of trigon, the untoward symptoms disappear and 
practically perfect function is restored. 

O. S. Proctor, M.D. 


Nové-Josserand: The End-Results of the Maydl 
Operation for Exstrophy of the Bladder (Résul- 
tats éloignés de l’operation de Maydl pour l’ex- 
strophie vesicale). Lyon chirurg., 1921, xviii, 230. 

Since 1889 Nové-Josserand has performed the 
Maydl operation in 4 cases of exstrophy of the blad- 
der. The patients were boys 5%, 1114, 5% and 3% 
years of age at the time of operation. In the three 
first cases, which were followed twenty-one years, 
seventeen years, and twelve years respectively, no 
complication has resulted from the operation as far 
as the upper urinary tract is concerned and there has 
been no symptom of rectal irritation. Continence, 
though imperfect during the night, is sufficient dur- 
ing the day. 

These end-results the author believes are interest- 
ing because they show that implantation of the 
bladder trigon into the intestine does not have the 
inconveniences which have been ascribed to it. 
Methods devised to prevent ascending infection are 
more difficult than the Maydl operation and their 
functional results are in no degree better. The ad- 
vantages are all in favor of the Maydl procedure. 
There is no proof that an artificial bladder created 
from a segment of the intestine is more aseptic than 
the intestine itself. 

In the author’s fourth case the child died of 
secondary peritonitis due to the fact that when the 
tampon placed in the old vesical cavity was removed 
peritoneal adhesions were not established and in- 
fection resulted. W. A. BRENNAN. 


Lower, W. E.: Diverticula of the Urinary Bladder. 
Arch. Surg., 1921, iii, 38. 


Lower reviews the various theories regarding the 
several phases of diverticula of the bladder and 
formulates his own conclusions. As only five cases of 
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Holmes, G.: Palsies of the Conjugate Ocular 
Movements. Brit. J. Ophih., 1921, v, 241. 


Holmes deals with the centers controlling the 
ocular movements which originate above the nuclei 
of the third, fourth, and sixth nerves and gives in 
some detail the reasons for assuming the existence 
of such centers which are believed to control those 
complex movements in which both eyes participate. 
He shows also their relation to volitional and reflex 
acts in response to stimuli received through the 
eighth nerve (both auditory and vestibular) and 
the sensory nerves from the spinal column. Mention 
is made of physiologists who are working on the 
problem of conjugate eye movements particularly 
with reference to stimulation of parts of the brain. 

Holmes seems to hold to the hypothesis which 
assumes the existence of a supranuclear center in the 
neighborhood of the nucleus of the sixth nerve. 
He points out a striking form of dissociation of 
lateral conjugate movement in which the voluntary 
deviation of the eyes is lost, but their reflex move- 
ments persist. Loss of upward deviation, he states, 
is usually associated with disturbances of the 
pupillary reactions to light, and that of downward 
movement frequently with loss of convergence and 
accommodation. T. D. ALLEN, M.D. 


Mosher, H. P.: Re-Establishing Intranasal Drain- 
age of the Lachrymal Sac. Laryngoscope, 1921, 
XXXi, 492. 


Mosher states that removal of the lachrymal sac 
stops suppuration but in 30 per cent of his cases lach- 
rymation continued. 

The author’s report is based on twelve intranasal 
tear sac operations and twenty-five combined exter- 
nal and internal operations. The intranasal opera- 
tion has been discarded because of the risk of orbital 
infection and working in a dark cavity. 

The combined method has given Mosher good re- 
sults. With the exception of one case—a stricture of 
the canaliculus—all were relieved of pus, and the 
epiphora began to clear up between the second and 
the fourteenth day, disappearing in two to six 
weeks. When this method is used it is necessary to 
have an intact punctum. 

The author states that his method is a modifica- 
tion of the Toti operation; he calls it the Mosher- 
Toti operation. The essential modification is the 
destruction of the sac as a sac. The operation is 
divided into four steps as follows: 

Step 1. General preparation of the patient. Re- 
moval of the anterior end of the middle turbinate. 

Step 2. Exposure of the lachrymal sac, freeing it 
from its bed, and turning the sac and adjacent soft 


tissues outward. The sac is approached through an 
incision over the ascending process of the superior 
maxilla, about 7 mm. from the inner canthus of the 
eye. It begins at the level cf the crease in the upper 
eyelid and runs down nearly in a straight line paral- 
lel with the posterior edge of the superior maxilla 
where this makes the anterior boundary of the bed 
of the sac. It is stopped 2 or 3 mm. below the inner 
limit of the rim of the orbit. The knife is then carried 
through the soft tissues and periosteum to the bone. 
Bleeding is controlled with clamps. The sac shells 
out of its bed most easily if approached from above. 
The periosteum is elevated from the inner wall of 
the orbit with a flat chisel. 

Step 3. A bone opening which equals the height 
and width of the sac is made into the nose by break- 
ing down the lachrymal bone in front of the crest. 
The inner wall of the nasal duct is bitten away with 
a small punch to the level of the upper rim of the in- 
ferior turbinate. 

Step 4. The inner half of the wall of the sac and 
the inner wall of the nasal duct are removed. The 
outer half of the sac is left because in this the com- 
mon punctum is placed. Soft tissues are replaced 
and the skin incision is loosely sutured. 

Following the operation a bandage is placed on 
the eye for two days, being removed temporarily to 
wash the eye with boric solution. 

The operation can be performed under local 
— although general anesthesia is prefer- 
able. 

The author reaches the following conclusions: 

Drainage of the lachrymal sac can be re-estab- 
lished by the intranasal operation or by the com- 
bined external and internal operation. Either opera- 
tion will cure suppuration in the sac and both will 
lessen or abolish the epiphora. Both operations are 
still on trial as to the permanency of their results. 
The intranasal operation is a blind procedure com- 
pared with the combined external and internal opera- 
tion. There is constant risk of infecting the orbit 
if the intranasal operation is extensive. There is 
little such risk if the operation is done by sight by 
the combined method. In long-standing cases of 
suppuration of the sac in which its walls are thick- 
ened and the lumen is partly or wholly obliterated 
the combined operation offers the best chance for 
success. In this very difficult type of case even the 
external operation may fail. If it seems unlikely to 
succeed at the time it is done the operator may pro- 
ceed at once to the extirpation of the sac or wait to 
see whether or not he has successfully removed the 
inner wall. In such cases it is difficult to tell at the 
time of the operation whether this has been accom- 
plished or not. If the operation proves to be a fail- 
ure, the sac may then be excised. When an attempt 
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has been made to excise the sac and has failed, the 
external operation will readily expose what is left 
of the sac and any prolongations which may have 
developed. When fistulae are present they may be 
easily dealt with by the combined operation. Exci- 
sion of the sac cures only suppurationin the sac. The 
combined operation will do the same and greatly al- 
leviate or cure the epiphora. 

The intranasal operation on the tear sac is in 
great part an operation performed by touch, while 
the combined operation is an operation performed by 
sight. Experience with the external operation should 
make the scar as inconspicuous as the scar left by 
excision. J. C. BrasweLt, Jr., M.D. 


Francis, L.M.: The Surgical Treatment of Epithel- 
ioma of the Cornea. Arch. Ophth., 1921, 1, 331. 


Francis reports three cases in which the diagnosis 
of epithelioma of the cornea was made on the 
basis of the microscopic examination of the tissue. 
He describes with drawings the method of excising 
such epitheliomata. Usually they extend from the 
limbus toward the external canthus and are super- 
ficial and circumscribed. To quote the author, 
“Epithelioma of the limbus is usually of the slow- 
growing non-malignant type which in its early life 
remains superficial, with no great tendency to 
invade the deeper structures or metastasize. This 
type of neoplasm is favorable for surgical attack. 
The surgical problem is the same as for any other 
portion of the body: extirpation and replacement 
by healthy tissue.” 

He concludes his article with the statement that 
it is his desire, not to minimize the brilliant results 


obtained with radium, but merely to report his 
experience in the surgical treatment. 
T. D. Atten, M.D. 


EAR 


Allen, L. P.: The Importance of Early Incision of 
the Membrana Tympani in Acute Otitis 
Media with Profuse Exudate. Wisconsin M. J., 
1921, Xx, 69. 

Allen states that early incision of the membrana 
tympani is of importance in acute otitis media with 
profuse exudate as a stabbing operation is not 
sufficient. Spontaneous perforation also is_ in- 
adequate as usually this is in the nature of a 
puncture and occurs anterior to the hammer handle 
and too low to afford proper drainage of the region 
of the aditus. O. M. Rott, M.D. 


Brooks, E. H.: When to Operate upon the Mastoid 
in Children. Wisconsin M. J., 1921, xx, 66. 


After mentioning the influence of the mastoid 
structure on the progress of the infection and the 
uncertainty of subjective and objective symptoms 
as an index of the severity of infection, the author 
states that operation is indicated when symptoms of 
abscess’ formation have been persistent for a fort- 
= and local antiphlogistic measures have given no 
relief. 

It is indicated sooner when swelling appears over 
the mastoid process during the first few days of 
the condition and when, in the absence of swelling, 
the rigors and symptoms of meningeal irritation 
appear. O. M. Rott, M.D. 
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New, G. B.: The Relation of Nasopharyngeal Ma- 
lignaney to Other Diagnosis. Minnesota Med., 
1921, iv, 419. 

In the author’s review of 46 cases of malignant 
tumors of the nasopharynx observed at the Mayo 
Clinic he has been particularly impressed by the 
lack of nasal symptoms and the frequency with 
which such growths were overlooked before a correct 
diagnosis was made. The tumors include the 
sarcomata and epitheliomata but not the fibromata 
and myxomata. There were 22 cases of epithelioma, 
14 of sarcoma, and to of other malignant tumors 
unnamed. In the diagnosis of lymphosarcoma it 
may be difficult for the pathologist to corroborate 
the clinical diagnosis without taking several speci- 
mens. The ages of the patients whose cases are 
reviewed ranged from 10 to 70 years; 50 per cent were 
between the ages of 41 and 60. Thirty-eight patients 
were males and 8 were females. 

The symptoms varied in duration from five weeks 
to three years. They consisted of pain in the ear and 
over the face and head, gradual loss of hearing, 
drooping of the eyelid, diplopia, nasal obstruction, 
and enlargement of the glands of the neck. 

Seventeen patients complained of headache, ear- 
ache, and other sensations of pain which were always 
on the affected side and extended in general to the 
frontal, temporal, mastoid, or cervical regions. When 
the gasserian ganglion was involved there were 
symptoms such as pain, numbness, and tingling, 
over the distribution of the nerve. 

Ten patients had eye symptoms such as ptosis of 
the upper lid, diplopia, pain about the eye, different 
forms of ocular palsies, and varying degrees of 
— due to extension of the tumor into the 
orbit. 

Ear symptoms were present in 11 cases. These 
consisted of fullness in, and posterior to, the ear, 
ringing and noises in the ear, earache, and deafness, 
= were caused by involvement of the eustachian 
tube. 

Eleven of the 32 patients who had enlarged glands 
of the neck were operated on without discovery of 
the primary growth. On microscopic examination 
three of the growths were diagnosed as endothelio- 
mata. A clinical diagnosis of Hodgkin’s disease was 
made elsewhere in 3 cases. Extensive metastases 
sometimes occurred in the neck following a small 
primary growth in the nasopharynx. The upper 
cervical glands were always affected first, and in some 
cases glands on both sides of the neck were involved. 

A fact especially noted by the author was that in 
only 24 of the 46 cases were the symptoms referable 
to the nose and nasopharynx. In 19 of these com- 


plaint was made of nasal obstruction; in 3, of recur- 
ring attacks of bleeding; and in 2, of increasing nasal 
discharge. Absence of these symptoms was due to 
the superficial character of the growth which 
appeared in the vault or lateral wall of the naso- 
pharynx. In some cases the growth appeared as a 
small ridge or flattened ulceration, and in others 
was large enough to fill the nasopharynx, bulge the 
soft palate, and cause pharyngeal obstruction. 
This was particularly true of the sarcomata. 

On account of the variability of the symptoms 
present some of the patients had been sub- 
jected to various operations and treatments, such 
as extraction of teeth, treatment for syphilis, remov- 
al of the glands of the neck, paracentesis of the ear 
drum, intranasal operations, tonsillectomy, and 
operations for pituitary tumor, the presence of the 
nasopharyngeal tumor not being discovered. 

The author particularly emphasizes the impor- 
tance of making a careful examination of the naso- 
pharynx in all cases in which any of the symptoms 
mentioned are present, especially when there are 
glands in the neck which may be malignant. Patients 
with neurologic symptoms referred to the eye or ear 
and those with intracranial symptoms should also 
be given a nasopharyngeal examination. 

FrencH K. HansEt, M.D. 


Ott, W. O.: Brain Abscess Following Frontal 
Sinusitis. Surg., Gynec. & Obst., 1921, xxxiii, 72. 


The author reports a case of brain abscess follow- 
ing frontal sinusitis which was observed at the Mayo 
Clinic. The patient, a girl 11 years of age, had had 
right frontal sinusitis which was gradual in onset. 
Pus had been evacuated. Suddenly she developed 
general convulsions which continued for three hours 
and were followed by a stuporous condition for 
thirty-six hours and persistent left spastic hemi- 
paresis. 

At the first operation a fluctuating mass in the 
right frontal area was drained. At the second 
operation, performed three weeks later, sequestra 
were removed from the right frontal bone. The dura 
was not perforated. At the third operation per- 
formed one month later following several Jacksonian 
convulsions on the left side, more sequestra were 
removed. 

Three months later the symptoms returned and, 
in addition, choked discs of four diopters were 
noted. The fourth operation at this time revealed an 
abscess about 2 in. below the surface under the 
outer part of the right frontal lobe which contained 
3 oz. of pus. After irrigation, two rubber drainage 
tubes were left in place. Recovery was rapid. One 
drainage tube was removed. The other, which was 
gradually shortened, slipped out one night when the 


428 


SURGERY OF THE NOSE, THROAT, AND MOUTH 429 


dressings came off. Recurrence of symptoms follow- 
ed. On reinsertion of the tube, pus was drained off 
and the symptoms were quickly alleviated. Sub- 
sequently, recovery was uneventful. 

Brain abscess is apt to develop in conjunction 
with osteomyelitis of the skull. Thorough drainage 
is advisable during the quiescent stage. The author 
emphasizes the importance of leaving the drainage 
tubes in place instead of frequently withdrawing and 
reinserting them. They may be safely removed 
when the purulent drainage ceases and there is 
drainage of only a slight amount of ropy, mucilagin- 
ous material. This stage is reached in from one to 
three months after the operation. 

O. S. Proctor, M.D. 


Moure, E. J.: Recent Progress in the Surgery of 
the Accessory Sinuses. Laryngoscope, 1921, xxxi, 
479- 

The author calls attention to the fact that al- 
though great progress has been made in the surgery 
of the accessory sinuses, methods advocated by 
Desault early in the nineteenth century are still 
in use. 

In surgery of the maxillary sinuses the older 
methods of removing a molar tooth and draining 
the sinus have been discarded for more modern meth- 
ods. The Caldwell-Luc operation gives excellent re- 
sults when properly carried out. By this procedure 
an ample opening is made into the maxillary sinus 
through the canine fossa to curette, sponge, and disin- 
fect, and to form an opening between the correspond- 
ing nasal fossa and the cavity operated upon. In the 
author’s opinion, Denker’s method of entering the 
maxillary sinus through the pyriform opening has 
no distinct advantage. A careful curettage and re- 
moval of all fungus growths and of the mucosa lining 
the walls of the sinus are the means of obtaining an 
occlusion of the latter through a fibrous cicatricial 
tissue which will permanently prevent recurrent in- 
fection. Such a procedure is desirable. 

The surgical treatment of fronto-ethmoidal sinu- 
sitis has progressed through many changes. Moure 
states that in order to cure frontal sinusitis and pre- 
vent its recurrence it is necessary to eradicate the 
cavity. The ethmoid is approached by the endo- 
nasal route so that when the frontal sinus is opened 
all that remains to be done is to enlarge the naso- 
frontal canal at the level of the infundibular region 
to assure free drainage of the sinus operated upon. 
The modification of the Ogsten-Luc operation 
Moure believes is less mutilating and furnishes excel- 
lent drainage. A rather large bony opening is made 
at the level of the frontal bos in order that the whole 
frontal cavity may be inspected and curetted com- 
pletely. In case removal of a part of the frontal bone 
is greater than anticipated, the largest part is closed 
by means of an osseous flap removed from the por- 
tion of the frontal bone adjacent to the site of opera- 
tion. In this way deformity is avoided, especially if 
the skin incision has been made along the line of the 
previously shaved eyebrow. 


Surgery of the sphenoidal sinus has not made the 
same progress as that of the other sinuses. This may 
be due to the fact that the sphenoidal sinus is less 
often invaded and the diagnosis is not so easily estab- 
lished. The sinus has generally been reached by the 
endonasal route. 

In pansinusitis the author believes it best to con- 
sider the Rouge operation as this procedure makes 
it possible to examine the entire skeleton of the face. 

In conclusion Moure states that local anesthesia 
should be employed for operations upon the maxil- 
lary, ethmoid, and frontal sinuses. 

J. C. Braswe Lt, Jr., M.D. 


THROAT 


Kay, M. B.: Subcutaneous Emphysema Due to 4 
Ruptured Larynx in an Untreated Case of 
Diphtheria. J. Michigan State M. Soc., 1921, xx, 
240. 


Kay reports a case of neglected diphtheria in an 
11-year-old patient who was seen on the fourth day 
of the illness when the pharynx was filled with a 
gangrenous-looking mass. The following day the 
patient was in shock and a subcutaneous emphysema 
involving the entire chest, the arms, and the neck up 
to the chin level was discovered. Dyspnoea and 
cyanosis were marked. A tracheotomy was per- 
formed, but death followed. 

The author believes the emphysema was due to 
rupture of the larynx caused by some erosive process, 
probably gangrene, although up to a short time 
before death there was no evidence of laryngeal 
involvement. O. M. Rorrt, M.D. 


MOUTH 


Ombrédanne, L.: Correction of the Buccal Com- 
missure in Facial Paralysis (Correction de la 
commissure buccale dans la paralysie faciale). 
Presse méd., Par., 1921, xxix, 636. 

The various surgical measures which have been 
devised to correct the deformity of the buccal 
commissure following facial paralysis have the 
disadvantage that they leave a scar which is almost 
as disfiguring as the original condition. In a recent 
case Ombrédanne has obtained an excellent esthetic 
result from the use of a dental hook which is fixed to 
a tooth in the region of the deformity and holds the 
commissural extremity in the correct position. 
The entire apparatus is removable and does not 
interfere with mastication. W. A. BRENNAN. 


New, G. B., and Hansel, F. K.: Melano-Epitheli- 
oma of the Palate. J. Am. M. Ass., 1921, lxxxvii, 
19. 

In a thorough review of the literature, 24 cases of 
melano-epithelioma of the palate were collected. 
One additional case was observed at the Mayo 
Clinic. The first case was reported by Weber in 1859. 

Melanotic tumors have been variously classified, 
but Broders and MacCarty prefer to use the term 
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‘‘melano-epithelioma” whether the tumor occurs 
in the mucous membrane or in the skin, as they 
believe that the pigment-bearing cells arise directly 
as a proliferation of the germinative cells of the skin 
or the cells of the parenchyma of some organ. 

Melano-epithelioma, particularly the type origin- 
ating in the skin, eye, eyelid, mucocutaneous sur- 
faces of the vulva and anus, penis, ovary, epididymis, 
and pineal gland, arises in pigment-bearing cells. It 
is fairly common in the anorectal region of horses 
where the tissues are pigmented. The mucous 
membrane of the human palate is non-pigmented; 
some animals have non-pigmented palates, but 
others normally have dark palates. 

In 6 of the 25 cases of melano-epithelioma of the 
palate areas of pigmentation were noticed previous 
to the appearance of the tumor. In 1 case the 
pigmentation appeared after an injury by a pipe 
stem, and in another, following injury by a dental 
plate. Practically all of the patients complained 
only of the presence of the tumor. However, 
symptoms of pain, dysphagia, hemorrhage, and 
difficulty in speaking and chewing were present in 
some of the cases. In 14 patients the cervical glands 
were involved at the time of the first examination. 

The duration of symptoms varied from one 
month to four and one-half years. The average 
duration was fifteen months. Seven of the patients 
were females and 18 were males. The youngest was 
24 years of age, the oldest 84. The average age was 
54 years. 

Sections of the tumor showed both pigmented and 
non-pigmented areas. The melanotic infiltration 
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seems to be a protoplasmic elaboration of the cell. 
Soon after pigmentation appears, the cell, which 
is fusiform at first, soon becomes globular and so 
black that the nucleus is invisible. Finally the cell 
outline becomes indistinct and a small ball of pig- 
ment remains. The balls disintegrate and the tumor 
becomes a blackish mass. 

Microscopically these tumors show an alveolar 
arrangement of spindle and oval cells, and occasion- 
ally giant cells. Some of the cells are pigmented and 
some are not. Metastatic growths may be pigmented 
or non-pigmented. The latter is especially true of 
early metastasis. 

The diagnosis is based on the presence of a 
pigmented, nodular, somewhat pedunculated tumor 
which is usually soft in consistency and vascular. 
The glands of the neck become involved early by 
metastasis, and later a general melano-epithelio- 
matosis may occur. An early melano-epithelioma 
may be confused with other forms of pigmentation, 
such as that following small hemorrhagic areas in 
the submucosa in certain blood dyscrasias and that 
of lead or bismuth poisoning. 

Rapidly growing melano-epitheliomata are con- 
sidered the most malignant type of neoplasm. 

Seventeen of the 25 patients were operated on, 
the remaining 8 being considered inoperable. 
Since many of the 25 cases were reported shortly 
after operation, it is not possible to give a prognosis 
with regard to the end-results. It is evident, however, 
that surgical intervention or the application of 
—" either locally or over the neck, is usually 
futile. 
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